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BEFORE: Female. 61 years. Severe itch in 
anorectal and vulval areas for 7 years. Area 
about rectum and vulva reddened and fissured 
sensitive, painful. Itching continuous. Moder 
ate erythema 


AFTER: Hydrolamins applied 2 or 3 times daily 
Itch and pain relieved first week. Within 3 
weeks no irritation, erythema or itch 


STOPS 


the silent agony 


of PRURITUS ANI 


in 98% of cases* 


Breaking the itch-scratch-itch cycle is essential 
to control of pruritus ani. Topically applied 
Hydrolamins Amino Acid Ointment relieves itch 
with anesthetie speed—but without danger 

of tissue reaction. 

In a series of 100 unselected sufferers from 
pruritus ani, the author* reported ‘Relief... 
experienced immediately in 98 cases.” 
Moreover, in 88% of cases, ‘‘Within a few 
weeks’ time there is every appearance 
of normal skin.” 


HYDROLAMINS* 


AMINO ACID OINTMENT 


Hydrolamins offers an isotonic, specially 

selected combination of amino acids derived from 
lactalbumin in a vehicle of polyethylene 

glycol 1500. Hydrolamins buffers against local 
(bowel) irritants. It does not contain local 
anesthetics (“‘caines’’) or astringents. 


SUPPLIED in 1 oz. (28 Gm.) tubes. 


PHARMACEUTICAL COMPANY CHICAGO 14, ILLINOIS 


*Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy 
for Pruritus Ani, Am. J. Digest. Dis. 18:59 (Feb.) 1951. 
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INDICATIONS FOR PROCTOLOGIC-ROENTGENOLOGIC 
COLON EXAMINATIONS 


With 7% to 10% of the general population harboring precancerous polyps, the need 
for routine procto-sigmoidoscopic examinations is being generally accepted by the medi- 
cal profession. The fact that 70% to 80% of all recto-colonic polyps can be visualized 
by the sigmoidoscope is further helping to popularize this examination. The following 
is an outline and a brief discussion of the indications for proctologic-roentgenologic 
examination of the lower bowel. 


INDICATIONS FOR PROCTO-SIGMOIDOSCOPIC EXAMINATION 


Every physical examination done by an examining physician should include a procto- 
sigmoidoscopic examination. This would save hundreds of people yearly from developing 
carcinoma of the rectum and sigmoid. 


When a roentgen colon examination is indicated, the patient should first be procto- 
sigmoidoscoped. Then the proctologic findings plus the patient’s symptoms should be 
forwarded to the roentgenologist, with a request for an X-Ray examination of the 
colon. With the proctologic and clinical findings before him, the roentgenologist, as well 
as the referring physician can then decide which of the following roentgen colon pro- 
cedures is indicated. 

If a stool examination is indicated for possible intestinal pathogens or parasites, this 
should precede the roentgen examination; otherwise, the stool specimen will be full of 
barium and the test impossible. 

If the above suggestions are followed, a better evaluation of the recto-colonic problem 
will be accomplished. 





INDICATIONS FOR THE IMPROVED ROUTINE BARIUM 
ENEMA EXAMINATION 


If a patient presents a history of a change in habit time of recent origin, or presents 
the complaint of lower abdominal cramps, especially after the ingestion of food, that 
patient should have an improved routine barium enema. (Not a contrast barium enema.) 


The writer wishes to add the following in regard to routine barium enema examina- 
tions. In ordering such an examination, the referring physician should request the 
improved barium enema, which should include lateral and oblique views of the rectum, 
sigmoid, splenic and hepatic flexures, as well as spot films of suspicious areas. The writer 
believes, that without this improved barium enema technique, important colonic lesions 
will be frequently overlooked. 


INDICATIONS FOR THE CONTRAST BARIUM ENEMA EXAMINATION 


This examination is also known as the “air colon” and consists of the injection of air 
into the colon after the evacuation of a barium enema. The air distending the colon, 
helps by contrast to reveal lesions not easily discernable by the routine barium enema. 


This examination is mainly for the patient with persistent unexplainable rectal bleed- 
ing or other colonic symptoms previously mentioned, where the procto-sigmoidoscopic 
examination and barium enema have been void of positive findings. This examination 
is for the “alerted colon” —“the problem case”. This examination is also for the patient 
who presents one or more polyps on procto-sigmoidoscopic examination, and who may 
have more similar lesions above the area visible by the scope. 


May I add, in conclusion, that an understanding of the above indications and sug- 
gestions will facilitate proper proctologic-roentgenologic examinations and avoid unnec- 
essary time-consuming and expensive procedures to the patient, as well as to the 
examining physician. 


MANUEL G. SpPIESMAN, M.D. 
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antibacterial protection without tissue toxicity 





FurRACIN has a unique mode of action—through disruption of the 
enzymatic metabolism of bacteria—with no effect on regenerating 
human tissue. FURACIN has the widest spectrum of topical antibacterials 
in use today, including many organisms that have developed resis- 
tance to other agents. Thus FURACIN provides safe protection against 
infections of surgical or traumatic wounds. 

FUuRACIN’S water-soluble base permits drainage, prevents maceration, 
promotes healing by control of infection. This nitrofuran—neither 
antibiotic nor sulfonamide—remains effective in the presence of 
blood, pus and serum. 


Furacin® Soluble Dressing 


BRAND OF NITROFURAZONE 


Spread Furacin Soluble Dressing: FuRacin 0.2% dissolved in water- 
soluble, ointment-like base of polyethylene glycols. 56 Gm. tube; 141 Gm., 
454 Gm. and 5 Ib. jars. 

Sprinkle Furacin Soluble Powder: Furacin 0.2% in powder base of 
water-soluble polyethylene glycols. Shaker-top vial of 14 Gm. 

Spray Furacin Solution: FurAcIN 0.2% in a liquid vehicle of polyethylene 
glycols 65%, a wetting agent 0.3% and water. Bottles of 59 cc. and 473 cc. 


EATON LABORATORIES NORWICH, NEW YORK 
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| NSU res pro m pt Looking For a Location? 


Dear Doctor: 





: . As Secretary of the International 
bacteriostatic Academy of Proctology, I thought you 
might be able to supply me with a list 
. of doctors’ names who would be inter- 
concentrations at ested in taking over my practice, as 
I’m planning on retiring in the spring 
. : of 1957. 
site of urinary As you know, I have a very good 
a practice in South Bend, a city with a 
. : population of about 120,000 people, and 
tract infections is growing all the time, and there is 
only one other physician in a radius 
of a hundred miles who limits his prac- 
tice to proctology. 
Doctor, I am not trying to sell my 
practice, but would like to sell my equip- 
° : ment at a modest price and also feel 
direct / effective that I am leaving my patients in the 
hands of a competent physician. 
I will be waiting to hear from you 
“ a at your earliest convenience; regardin 
THIOSULFIL. cae and addresses of ace es } 


Brand of sulfamethizole 








might be interested in my practice. 
Sincerely, 


C. M. FISH, M.D. 
723 Sherland Bldg. 
South Bend, Ind. 
AYERST LABORATORIES 
New York, N.Y. . Montreal, Canada 


5653 


Dear Clyde: 
I am so sorry to hear that you are 
planning on retiring in the Spring of 
—Concluded on page 74 
20 THE AMERICAN JOURNAL OF PROCTOLOGY 














— 








Diverticulosis 


and Its 


Surgical Complications 


It is generally agreed that about 10 
per cent of all adults have diverticulosis 
as demonstrated by barium enema. This 
is the fundamental anatomic process 
which forms the basis of diverticulitis. 
This consists of blind outpouchings 
which may be found anywhere in the 
colon from the cecum to the rectum, but 
are more common and more numerous 
in the sigmoid. 

The first description of diverticula of 
the colon is credited to Cruveilheir in 
1849. J. S. Bristowe, St. Thomas’ Hos- 
pital physician, exhibited a typical case 
of diverticula of the sigmoid to the Path- 
ological Society of London in 1854, Sid- 
ney Jones, Surgeon of St. Thomas Hos- 
pital, described very clearly a vesico- 
colic fistula due to diverticulitis to the 
same Society five years later. 

Arbuthnot Lane also described a case 
in 1885 and is said by Hurst to have 
published the first illustration of di- 
verticulosis, but Lane was not at that 
time particularly interested in colon re- 
section. 

Despite these observations the condi- 
tion was for many years regarded as a 
pathological curiosity of no especial im- 
portance. It was not until Graser’s pa- 
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KARL A. MEYER, M.D. 
NICHOLAS J. CAPOS, M.D. 
Chicago, Illinois 


per in 1898 that any real interest was 
aroused. He pointed out that the condi- 
tion was far from uncommon and also 
described peri-diverticulitis and its re- 
semblance to new growths, and from 
that time diverticulosis of the colon and 
its complications became established as 
a definite clinical entity. 

It is now generally agreed that di- 
verticula of the colon are acquired; they 
are false in type, since they possess only 
two coats, an outer serosal and inner 
mucosal coat. They are found between 
the mesenteric tenia and the two anti- 
mesenteric tenia of the colon. The most 
plausible theory as to the initiating fac- 
tor is that of muscular spasm and irreg- 
ular contraction of the bowel wall. This 
view was first put forward by Sir Arthur 
Keith in 1910. The effect of spasm 
which presumably goes on for long pe- 
riods is to narrow the bowel and shorten 
its length. 

The incréase of intracolonic pressure 
produced by this contraction of the 
muscle results in herniations of the mu- 





Presented at the Eighth Annual Teaching 
Seminar of the International Academy of Proc- 
tology. Chicago, Illinois, April 23-29, 1956. 
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cous membrane along paths of least re- 
sistance, which were demonstrated by 
the classic work of Hamilton Drummond 
and occur where the mesenteric vessels 
enter the bowel wall between the mesen- 
teric and anti-mesenteric tenia. 

Before 1913 diverticula of the colon 
were always an accidental finding at 
post-mortem or operation, but in that 
year de Quervain of Berne, Switzerland. 
diagnosed the condition by means of x- 
rays. Within a year James Case of Chi- 
cago published cases diagnosed by this 
method, which was quickly and widely 
adopted. 

The frequency with which inflamma- 
tory changes occur in diverticulosis 
varies between 12 to 17 per cent. Many 
patients with diverticulosis have been 
followed for many years without de- 
velopment of symptoms of diverticulitis. 
The highest incidence of diverticulitis is 
found in the fifth and sixth decades, al- 
though attacks in much younger patients 
are not infrequent. 

Diverticulitis usually occurs as a re- 
sult of obstruction to the neck of a di- 
verticulum, just as acute appendicitis 
usually is caused by obstruction to the 
lumen of the appendix. Inflammation. 
local interference with blood supply, in- 
fection, necrosis, perforation and for- 
mation of abscesses follow unless the 
obstruction is relieved or the infection 
is neutralized by the body or by use of 
antibiotic and chemotherapeutic agents. 
In the vast majority of cases diverticu- 
litis develops in the abdominal portion 
of the colon lying between the crest of 
the left ileum and the peritoneal reflec- 
tion. Unfortunately, this is the region 
in which about 35% of carcinomas of 
the colon occur. Diverticula rarely, if 
ever, occur below the peritoneal reflec- 
tion. 





The symptoms of diverticulitis are 
inclined to occur periodically and can 
readily be said to resemble those of left 
sided appendicitis. The pain is inter- 
mittent and cramping. Gaseous disten- 
tion and variable fever and nausea oc- 
cur. Leukocytosis and elevation of 
sedimentation rate are associated with 
the attacks. During the attack, the pa- 
tient need not be very ill and the fever 
may be of low grade. A palpable ten- 
der mass in the left lower quadrant of 
the abdomen is common. 

The treatment of diverticulitis is 
generally medical unless complications 
develop or it is impossible to exclude 
carcinoma. Patients with uncompli- 
cated diverticulitis are advised to re- 
main on a low-roughage diet, abundant 
oral fluids, and take sulfasuxidine, 6 
tablets—4 times daily for seven to ten 
days. We prefer sulfasuxidine because 
of its tendency to produce a liquid stool 
in addition to its value for intestinal 
sterilization, and in many instances, an 
impending obstruction of the colon may 
be averted. If symptoms increase in se- 
verity and the patient becomes more 
toxic or tenderness in the left lower 
quadrant becomes increased, then one 
may employ intravenous fluids, nasal in- 
tragastric suction, nothing by mouth 
and an antibiotic agent such as penicil- 
lin, chloromycetin or erythrocin. When 
symptoms abate then diet may be re- 
sumed along with sulfasuxidine. Often- 
times after a severe attack with a pal- 
pable tender mass, the patient may make 
a complete recovery and go along for 
many years with no recurrence. 

About 10 per cent of patients wiih 
diverticulitis of the sigmoid colon will 
require surgical treatment. With im- 
provement in the surgical treatment and 
the steadily falling postoperative mor- 
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bidity and mortality rates, many pa- 
tients will be subjected to surgery if 
symptoms persist, even though serious 
complications have not developed. The 
end results after resection of the sigmoid 
Before the aid of 
chemotherapy, Pemberton reported a 
surgical mortality of 13.6 per cent. Mayo 
and Blunt in 1950 reported only 3.5 per 
cent mortality in over 200 resections for 
diverticulitis and 46 of those patients 
had sigmoid-vesical fistulas. 

The indications for surgery are: per- 
foration with peritonitis, formation of 
an abscess, intestinal obstruction, fistula 
to adjacent viscera or skin, chronic or 
recurring diverticulitis and inability to 
exclude carcinoma. The greatest con- 
tribution to the surgery of diverticulitis 
was made in 1907 when Dr. William 
Mayo first recommended the use of a 
temporary colostomy followed later by 
resection. 


colon are good. 


In the majority of opera- 
tions for complications of diverticulitis, 
procedures performed in stages are 
safest, and the objective of preliminary 
colostomy is ultimate resection of the 
diseased segment of colon. If colostomy 
is dropped back without resection, re- 
currence is highly probable. In many 
instances primary resection and anasto- 
mosis without preliminary or concomit- 
tant colostomy may be possible. Sur- 
gical judgment alone will dictate this 
decision. If colostomy has been pres- 
ent one or two years, it can be closed 
at the time of resection and anastomosis. 
because inflammatory reaction may be 
completely resolved. 

Acute perforation of diverticulitis is 
not infrequent and usually occurs in 
the sigmoid, although it may occur in 
any segment of colon. It is possible to 
bring about this condition in doing an 
air contrast enema or a sigmoidoscopic 
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examination with too generous or vigor- 
ous use of air. The onset is sudden and 
usually in the left lower quadrant, with 
later spread of peritonitis. The finding 
of air under the diaphragm may suggest 
a perforated peptic ulcer but it must be 
borne in mind that free air is to be ex- 
pected from a large bowel perforation. 
In many instances the perforation may 
be pinpoint in size and. impossible to 
find at exploration. In such cases, plac- 
ing a sump drain with continuous suc- 
tion in each side of the pelvis through 
separate stab wounds in the anterior ab- 
dominal wall along with nasal intra- 
gastric suction, intravenous feedings and 
antibiotic therapy, is sufficient to bring 
about recovery. If perforation is large 
it is too much to expect sutures to hold 
through edematous friable tissue, so 
that the perforated area is brought out 
in a loop colostomy, or if it is in the 
lower sigmoid and difficult to bring out, 
a right transverse colostomy is done. 
Recently some surgeons have ad- 
vocated primary resection in perfora- 
tions which are large in spite of abscess 
formation or peritonitis. Even with 


complementary colostomy, primary 
anastomosis in such instances is unwise. 

One of the common complications of 
diverticulitis is slow perforation and ab- 
scess formation. In many instances by 
conservative management such as intra- 
venous fluids, intragastric suction, put- 
ting bowel at complete rest and antibi- 
otics, the abscess will completely re- 
solve, undoubtedly by _reperforating 
back into the colon. If resolution does 
not occur then a right transverse loop 
colostomy should be done—followed by 
incision and drainage of abscess if it 
persists. A fistula draining fecal or 
purulent material may close in 4 to 6 


weeks, or persist. In 6 to 12 weeks re- 
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section of sigmoid colon should be car- 
ried out. 

Acute diverticulitis with abscess for- 
mation may perforate into an adjacent 
loop of intestine or into the urinary 
bladder. Occasionally such an abscess 
points to the outside through the skin, 
perforates into the vagina, or even into 
the ureter. These complications more 
often occur during subsequent attacks 
rather than during a first episode. If 
the lesion is incorrectly diagnosed as a 
huge, adherent, probably non-resectable 
carcinoma, transverse colostomy as the 
only immediate procedure is best. If 
one probes about, does biopsies or at- 
tempts immediate 
lesions, the results will be disastrous. 
When dealing with large inflammatory 


removal of such 


areas, whether they are due to cancer 
primarily or are purely diverticulitis, it 
is important te remember that a de- 
functioning colostomy should be placed 
as far away from the pathology as pos- 
sible so that when definitive surgery is 
performed one will not be limited in 
the mobilization of the left colon. 

At this point it is important to stress 
a basic physiologic fact, that the de- 
functionized loop of colon undergoes 
disuse atrophy, making anastomosis in 
the future difficult unless daily colostomy 
irrigations are done. A segmental re- 
section of the sigmoid, averaging about 
25 cm in length, is usually more than 
adequate. There may be those cases 
that have so much involvment of the 
descending colon and splenic flexure 
with diverticulosis that the segment may 
be included in the resection, so that an 
anastomosis will be necessary between 
the left 
ampulla. 

Fundamental principles of surgery 
should be considered. The bowel con- 


transverse colon and rectal 





tains virulent bacteria and the bowel 
wall is permeated with the same or- 
ganisms. It is thickened, edematous 
and friable. There should be resolution 
of infection prior to surgical resection. 
There is increased risk, not only from 
the standpoint of morbidity but also 
from the standpoint of mortality, when 
operation is performed in an infected 
field. Proximal defunctioning colostomy 
is utilized in putting the distal colon at 
complete rest. Antibiotic therapy has 
made it possible for more rapid resolu- 
tion of inflammatory process and earlier 
resection. Whereas, formerly one waited 
six to twelve months to do definitive 
therapy after defunctioning colostomy, 
one may need wait only six to twelve 
weeks or less. This is especially true if 
carcinoma of the colon is suspected. If 
the patient continues to pass blood and 
mucous from the rectum in spite of de- 
functioning colostomy, then the true na- 
ture of the lesion is indicated. Sig- 
moidoscopic and barium enema studies 
may confirm one’s suspicions. Cytologic 
studies of colostomy irrigations or 
enemas may also confirm diagnosis. 
Due to errors in diagnosis or to a mis- 
interpretation of symptoms, definitive 
surgery may be disastrously delayed. 
The co-existence of diverticulitis and 
carcinoma, though infrequent, is a con- 
stant threat. In 1907 Moynihan de- 
scribed the resemblance of inflamed false 
diverticula to carcinoma. He performed 
resections in two patients that year, both 
of whom were thought to have car- 
cinoma. In 1911, Wilson published an 
article the influence of which was evi- 
dent for about 20 years. After careful 
pathological examination he concluded 
that chronic inflammation segregated 
the epithelium from which carcinoma 


later developed. In 1917 Dr. William 
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‘ayo still adhered to the theory that 
diverticulitis with chronic irritation was 
the cause of precancerous changes. He 
reported 13 cases of co-existing car- 
cinoma in 42 cases of diverticulitis. In 
i930 Rankin and Brown reported that 
there is little evidence to support the 
view that carcinoma results from di- 
verticulitis. The same authors found 
only 4 cases of carcinoma co-existing 
among 227 cases of diverticulitis, and 
among 679 cases of carcinoma only 4 
patients had diverticulosis and none 
with diverticulitis. 

In 92 cases of diverticulitis we have 
had 4 cases of co-existing carcinoma. 
One case had been observed for nearly 
a year and referred to us when obstruc- 
tive symptoms became severe. At sur- 
gery the patient had liver metastases and 
the lesion in the sigmoid was not re- 
sectable. A palliative lateral sigmoid- 
proctostomy was done. A second case 
was also being observed for a long pe- 
riod and then referred for surgery. 
Fortunately the lesion was resectable and 
the patient is alive and well after ten 
years. A third case was operated upon 
for obstructive symptoms and a huge 
inflammatory mass found in the pelvis 
attached to the iliac vessels, left ureter 
and bladder. A_ right transverse 
colostomy was done and the abdomen 
closed. Five months later the case was 
referred to us for definitive surgery. 
Sigmoidoscopic examination revealed a 
carcinoma at 20 cm. Biopsy confirmed 
the gross diagnosis. At surgery there 
was no evidence of peritoneal or hepatic 
spread. There was still much inflamma- 
tory reaction in the pelvis and grossly 
one could not be sure that carcinoma 
was present in the sigmoid. A left 
hemicolectomy was performed and an 
anastomosis done between the splenic 
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flexure and rectal ampulla. On open- 
ing the specimen, a carcinoma was ob- 
vious as well as a marked diverticulitis 
and sigmoiditis. 

The fourth case was admitted with 
acute obstruction of the large bowel. 
Colon x-ray revealed a complete ob- 
struction in the lower descending colon 
and at that level many diverticula were 
visualized. A right transverse loop colos- 
tomy was done and the patient recov- 
ered from the obstruction. At the end of 
seven days the patient began having 
bowel movements through the rectum. 
The colostomy was irrigated with physi- 
ologic saline which passed readily 
through the rectum. After two weeks the 
patient was operated upon and a carci- 
noma with diverticulitis of the sigmoid 
was found with no gross evidence of 
spread. A left hemicolectomy was done 
with an end-to-end anastomosis between 
the splenic flexure and the rectum. 

It should be stated here that though 
statistically the co-existence of carci- 
noma and diverticulitis is low, the pos- 
sibility is ever present. Every diag- 
nostic means at our disposal should be 
utilized in an effort to establish definite 
diagnosis — sigmoidoscopy, cytology 
studies on colostomy or enema wash- 
ings, and x-ray of the colon. 

In diverticulitis the barium enema re- 
veals a long narrowed area in the sig- 
moid with marked spasm, indicated by 
the typical “picket fence” appearance 
and the intact mucosal pattern. In 
carcinoma the loss of mucosal pattern 
along with lipping or hooking of the 
defect is presumptive evidence of car- 
cinoma. In some cases the differentia- 
tion is impossible. 

If doubt exists, exploration is carried 
out with minimal delay. Even at the 
time of surgery and after careful in- 
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spection and palpation of the lesion the 
surgeon is frequently unable to dis- 
tinguish between diverticulitis and car- 
cinoma of the sigmoid colon associated 
with a marked secondary inflammatory 
reaction. 

If preoperative evidence indicates a 
diverticulitis and the inflammatory re- 
action is acute, such as is associated 
with perforation and abscess formation. 
or when a fistula into the bladder is 
present, one may prefer to do a right 
transverse loop colostomy and allow the 
acute process to subside. If one elects to 
do only a transverse colostomy but can- 
not exclude carcinoma, then the defini- 
tive procedure must be done within two 
or three weeks, long before the inflam- 
matory reaction will have subsided. Since 
the bowel cannot be opened to establish 
diagnosis because of the chance of 
“seeding” cancer cells, one must do radi- 
cal resection just as for definite car- 
cinoma. If there is any question about 
the integrity of the anastomosis because 
of edema of bowel wall, then it is more 
prudent to perform a complementary 
colostomy rather than run the risk of 
leakage peritonitis and death. If one 
were sure that the lesion is not car- 
cinoma then definitive surgery is de- 
layed six to nine months at which time 
resection is a relatively simple proce- 
dure with minimal risk to the patient. 

There is a variance of opinion as to 
the incidence of bleeding as a compli- 
cation of diverticulosis or diverticulitis. 
Mayo and Blunt report 8%, Morton 
20%, and Smithwick 15.7%. 17.7% 
of our series of cases gave bleeding as a 
symptom. 

Massive hemorrhage complicating di- 
verticulosis or diverticulitis requiring 
hospital admission has been reported as 
6% by Turnbull, 3% by Welch and 





Rodkey, and 48.7% by Quinn and 
Ochsner. In our series there were no 
cases of massive hemorrhage due to 
diverticulosis or diverticulitis. 

In the literature one notes that the 
diagnosis of massive bleeding due to 
diverticulosis or diverticulitis is usually 
made on assumption after the exclusion 
of other causes of bleeding. There are 
many reports in the literature of mas- 
sive bleeding from diverticular disease. 
but on gross examination of resected or 
post-mortem specimens, the bleeding 
point could rarely be demonstrated. The 
most likely explanation of the cause of 
bleeding in diverticular disease of the 
colon is undoubtedly pressure ulcera- 
tion of the perforating vessels adjacent 
to the neck of a diverticulum by a feca- 
lith. 

We feel that an exhaustive search for 
should be made when 
bleeding occurs in the presence of 


other causes 


diverticulosis or diverticulitis. 

In cases in which the cause of bleed- 
ing is still obscure after exhaustive 
search, then we prefer to operate dur- 
ing the period of bleeding so that locali- 
zation may be made by use of sterile 
proctoscope. 

The preparation of the patient for 
surgery for diverticulitis is the same as 
for colon carcinoma. A diet high in pro- 
tein and carbohydrate with low residue 
is prescribed. Rarely is blood transfu- 
sion necessary pre-operatively as the 
hemoglobin is usually within normal 
limits. Sulfasuxidine, 4 grams, 4 times 
daily, is given for 5 to 7 days before 
surgery. We have used this drug since 
its introduction and have been more 
than satisfied with it. Our experience 
with postoperative acute staphylococcal 
gastro-enterocolitis has been so trouble- 
some that we do not use the more power- 
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ful broad spectrum antibiotics preoper- 
atively, particularly since this compli- 
cation has been more common. after 
colon surgery. 

If the patient is not obstructed, the 
bowel is cleansed with two ounces of 
castor oil the morning of the day be- 
fore surgery and the patient is placed 
on a liquid diet. A Cantor tube is passed 
into the small bowel to reduce its vol- 
ume at surgery, so well pointed out by 
Welch. A Foley catheter is passed into 
the bladder just before surgery. An 
intravenous pyelogram is done several 
days prior to surgery to indicate func- 
tion of the kidneys and configuration of 
the left ureter as final surgical attack 
may be over its surface. 

We prefer continuous spinal anes- 
thesia as this can be carried on for 
short or long periods by merely periodic 
injection of small amounts of anesthetic 
agent allowing the surgeon to work com- 
fortably as to time and with maximum 
abdominal relaxation. 

A left paramedian incision is used 
extending from the pubis to the xiphoid 
if necessary. The left colon is mobil- 
ized and if the lesion is obviously in- 
flammatory a segmental resection alone 
is necessary. If doubt exists as to the 
presence of carcinoma a left hemicolec- 
tomy is done with ligation of the in- 
ferior mesenteric artery at the aorta, 
as first advocated by Dr. Peter A. Rosi 
in 1946 for carcinoma of the colon. 
The anastomosis is then done between 
the left transverse colon, splenic flexure 
or upper descending colon to rectal 
ampulla. We prefer an open end to end 
anastomosis using an inner layer of 
interrupted 3-0 catgut and an outer 
layer of interrupted 4-0 silk as first ad- 
vocated by the senior author in 1925 
as opposed to the so-called closed asep- 


(Vol. 8, No. 1) FEBRUARY, 1957 


tic anastomosis. A closed anastomosis is 
a blind anastomosis and may result in a 
diaphragm with complete obstruction. 
All of our abdominal cases are closed 
with either interrupted catgut and in- 
terrupted steel wire or in one layer. 
with interrupted figure of eight steel 
wire sutures with very satisfactory re- 
sults. 

At surgery the Cantor tube is taken 
out under direct vision so that no in- 
tussusception of small bowel results and 
a Levine tube inserted. Suction is con- 
tinued for 5 to 6 days until the patient 
passes gas and his abdomen is flattening 
out. Forty-eight hours after surgery 
sulfasuxidine tablets (8) are crushed 
and put down the Levine tube every 
six hours. When the patient begins to 
move his bowels he is put on liquid 
diet and gradually advanced to a general 
The sulfasuxidine is 
continued for four to six weeks until 


low residue diet. 


all inflammatory reaction about the an- 
astomosis has subsided and then the 
patient is put on Siblin for its dilating 
effect. The results of the resections 
have been very satisfactory. 

Earlier surgical intervention in per- 
sistent or recurrent diverticulitis will 
permit the more frequent use of a one- 
stage resection and at the same time 
reduce the over-all morbidity and mor- 
tality as well as prevent the complica- 
tions of diverticulitis which are so 
devastating in character as to produce 
invalidism for long periods and cause 
a tremendous burden economically on 
the patient and his family. 
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Ischiorectal 


The ischiorectal fossa is like a chela, 
in which we have to consider a body and 
two anterior prolongations, besides a 
posterior one. ; 

The body is a triangular oblique pyr- 
amid of curved surfaces and a posterior 
base. The external wall of the ischiorec- 
tal fossa presents an osseous very re- 
sistent, vertical frame, being higher 
behind, directed somewhat inwardly and 
slightly concave. It is lined by the ob- 
turator internus muscle which, in its 
turn, is covered by the “fascia lunata” 
considered as a falciform process of the 
sacrosciatical larger ligament. Pro- 
tected by that fascia there is the puden- 
dal vasculonervous bundle, as in mod- 
ern buildings there are cables and pipes 
embedded in the wall. Between this rigid 
wall and the skin there is a septum also 
resistent but elastic, separating the 
fossa from the cellular tissue of the 
lower limb. While the former leads the 
well protected vessels and nerves of the 
apparatus of erectness and builds with 
that of the opposite side a rigid case 
where a delicate viscus is functioning, 
the rectum, the latter is added to the pro- 
tecting system with a mouldable struc- 
ture. 


The 
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ischiocutaneous ligament, de- 


Fossa 


ARTIGAS M. ESCUDERO 
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scribed by Luschka in 1869, explains the 
slight tendency of inflammatory proc- 
esses of invading the lower limb. (See 
schema.) The internal surface is con- 
vex outward above and is constituted 
by the levator which is continued with 
the external sphincter downward, sup- 
port of the “appentis de Farabeuf”. It 
continues behind with the ischiococcy- 
geal ligament. 

The inferior surface (floor of Francis, 
Patel) is cutaneous, which does not pre- 
sent a superficial aponeurosis, but a 
fatty tissue with flattened areolae which 
tend to limit pathological processes. It 
presents zones of adherences to the 
skin, especially in the middle line, the 
coccyx ischiatic tuberosity line, in the 
latter through the Luschka ligament, 
continuing forward with the suspensory 
ligament of the genitocrural fold. 

The base borders upon the gluteal 
region, looks forward, inward and up- 
ward so that Curtis says: “Its floor is 
the gluteus maximus muscle.” It is 
constituted by the deep aponeurosis of 
the gluteus maximus, reinforced by the 
sacrosciatical larger ligament. There is 
a crest noted in the union of its inferi- 
or-interior third part with the middle 
third which is prolonged by a resist- 
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ent septum, which goes to the fascia of 
the ischiococcygeal ligament and _ for- 
ward with the falciform process, limit- 
ing Alcock’s Canal. Only the inferior- 
third of the sacrosciatical 
greater ligament forms part of the ischi- 


interior 


orectal fossa. 
Its superior border is followed by the 
bundle, 


Alcock’s canal, continuing with the deep 


vasculonervous contained in 
anterior prolongation. In a pelvic prep- 
aration, with emptied ischiorectal fossa 
and pelvis without viscera, it appears 
that muscular arch, aponeurotic arch, 
border of the 


fossa and Alcock’s canal are arranged 


superior ischiorectal 
in this order, from the top downward, 
the superior border being about 2 cms. 
under the aponeurotic arch. 

The end separation of the levator, 
conserving its insertions and its digital 
exploration, explains the comparison 
with a two-cornered hat, exaggerated by 
the strong resistence which the subpubic 
arcade presents and also the error sei 
down by Grégoire (page 146, vol. 3 
Anatomie Médico-Chirurgicale de |’Ab- 
domen, 1926), according to which the 
vertex of the ischiorectal fossa corre- 





sponds to the pelvis inlet. 

Prolongations The deep anterior 
prolongation, or Waldeyer’s fossa, is 
classically known. It must be explored 
on persons operated on for abscesses of 
the region. Morgan advises sectioning 
them on a staff. Courtney prefers to 
make an incision before and behind the 
superficial transversal muscle. 

The anterior superficial prolongation 
is between the skin, the superficial 
transversus, the suspensory ligament of 
the genitocrural fold and ano-vulvar 
There pass vessels and superfi- 
cial perineal nerves with vessel bearing 
laminae. 


raphe. 









Section of the pelvis imitated after Bacon and 
Ross with modifications. On the left side we 
have represented the Luschka ligament which 
goes from the cutaneous dermis to the super- 
ficial aponeurosis of the thigh, to the ischium, 
the falciform ligament and continues with thick 
tracts ef the perianal space reaching the joint 
longitudinal muscle through the _ external 
sphincter, mainly of the superficial muscle, 
which is sometimes as if it were pulled by these 
tracts. On the right side we have left it as it 
is on the original, since it is generally repre- 
sented on the anatomical drawings of the 
ischiorectal cavity, where this is continued with 
the neighboring cellular tissue. It is to be noted 
that the authors represent the levator ani 
(internal wall of the ischiorectal fossa on the 
original scheme) separating immediately above 
Alcock's canal. This is the thesis that we 
maintain. 


The posterior prolongation, a recess, 
an integral part of the ischiorectal fossa, 
goes up to the falciform process, which 
stops the finger in the exploration, as 
it stops the propagation of the fossa to- 
ward the gluteal region and vice-versa. 

The inclination of the gluteus, which 
observed through the fossa looks up- 
ward, forward and inward, makes this 
prolongation clearer. Schematically we 
would say that it is included between 
the floor and the internal surface of the 
pyramid. 

Interfossal communications The 
pathologic processes follow the anterior 


communication. We separate the skin 
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by sharp dissection, we put through a 
staff and then we section the skin. We 
can state the close union of the dense 
dermis with the fibrous nucleus and 
muscular bundle of the anal sphincter. 
If we follow the deep surface of the su- 
perficial muscle, between this and the 
levator, we will do so with greater fa- 
cility, and this is probably the way fol- 
lowed by the phlegmonous processes 
propagated from one fossa to the other 
to produce the abscesses in the form of 
anterior horse-shoe, which are rare, but 
of indubitable existence, with dysuria 
because of urethral compression. There 
is the possibility of the simultaneous in- 
fection of both fossae by anal anterior 
process, cryptitis, anterior fissure, 
wounds, infected hematomata, etc. 

Posterior interfossal communica- 
tion The dissection reveals three weak 
spaces and among them, muscular planes 
limited by potential spaces, which were 
well studied by Uhlenhuth: The weak 
superficial space between the skin and 
the superficial bundle of the external 
sphincter, the intermediate or deep post- 
anal space of Gorsch between the super- 
ficial bundle of the external sphincter 
and the puborectalis, and the deep space 
between the puborectalis and the plane 
of the levator. Not all the investigators 
have come to the same result, and have 
been discussing the form of the succes- 
sive infection of both fossae. 

It cannot be dismissed that sometimes 
the two fossae infect each other, simul- 
taneously or successively, as a conse- 
quence of posterior anal phlegmasias 
(cryptitis, fissures, wounds, infections of 
the space of Brick, etc.) 

Contents The fat content, well 
studied by Milligan, is consituted by in- 
terlaced septa which form a tissue of 
large meshes, full of adipose tissue. 
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These septa are reinforced by prolonga- 
tions of the joint longitudinal muscle 
and fibres of Luschka’s ligament. This 
disposition is the main defense for the 
cavity, where the processes are limited 
avoiding their easy diffusion. 

Above and related more closely with 
the rectum, there is the adipose tissue of 
weak septa, large lobes, which are more 
depressible, more fugitive, scarcely vas- 
cularized of the ischiorectal space, in re- 
lation with an organ of changeable vol- 
ume, contained in a rigid case which 
has to change space by being expanded 
in unconscious processes up to the limit 
of the dilation and which, in its turn 
leaves space when diminishing in di- 
ameter to be filled by adequate tissue, 
to which the superior pelvi-rectal space 
of Richet also contributes. 

Between the greater and lesser sacro- 
sciatic ligaments and the small sciatic 
notch there is an_ osteo-ligamentous 
hiatus. Through its external-inferior sec- 
tor there comes out of the pelvis the 
obturator internus muscle (muscular 
sector) and its interno-superior sector is 
occupied by the vasculonervous bundle 
amid a cellulo-fatty tissue. From the 
anterointernal surface of the greater 
ligament there arises a 
lamina which is going to the ischiococcy- 


sacrosciatic 


geal muscle and is prolonged in the 
falciform process, which getting joined 
to the fascia of the obturator internus 
muscle forms Alcock’s canal, whose en- 
trance in the shape of a funnel is at the 
confluence of the floor, greater sacro- 
sciatic ligament, the internal surface 
lined by the ischiococcygeal muscle and 
the external surface which continues 
after. 

Separated by the B.N.A. falciform 
process, the elements do not really 
penetrate into the fossa. They follow 
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its external wall, just as cables and 
pipes are embedded in the walls of 
buildings. 

The protection provided by Alcock’s 
canal to the elements of the apparatus of 
erection and of the emunctories, is in- 
creased by the projection of the in- 
ternoschiatic border, which forms some- 





thing like eaves above and the quilt of 
the muscle on the hard osseous wall. 

From Alcock’s canal there arise ves- 
sels and nerves which follow a track in- 
ward and forward (rarely backward) 
and mainly downward, toward the anal 
posterior pole in the pronograde posi- 
tion. 





9th Annual Convention—International Academy of Proctology 


Plan now to attend the 9th Annual Convention 
of the International Academy of Proctology 
at The Plaza, New York, New York, April 29, 
30, May 1, 2, 1957. The International, Na- 
tional, and Local Program Committees are 
planning an unusual seminar on_ practical 
technics for office and hospital. There will 
be special emphasis on anal and rectal panel 
presentations, and on newer treatment meth- 
ods, as requested by those who attended the 
Chicago meeting in 1956. 

Eminent speakers from all parts of the coun- 
try and abroad will present interesting papers 
and motion picture demonstrations of their 
personal technics. Mexico is expected to be 
very well represented at this meeting. 

The Delegates and Trustees, and their wives, 
are cordially invited to cocktails and dinner 
on Sunday evening, April 28, 1957, the evening 


before the official opening of the scientific 
activities of the Convention. Both members 
and non-members of the Academy, and their 
wives, should plan to attend the Thursday 
night, May 2nd banquet. The Banquet Com- 
mittee promises the best cocktails and hors 
d’oeuvres in New York (prepared by the 
masters of the Plaza cuisine), and the fnest 
music and entertainment for your pleasure. 
The Women’s Auxiliary has planned a very 
unusual program for the wives of the mem- 
bers and their guests. 

Please remember that all physicians and their 
wives are cordially invited to attend the An- 
nual Conventions of the International Academy 
of Proctology, whether or not they are affili- 
ated with the Academy. There is no fee for 
attendance at these teaching sessions of the 
Academy. 
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Anesthesia 
In Anorectal Surgery 


Anesthesia for anorectal surgery pre- 
sents only a few problems that are dif- 
ferent from anesthesia in other areas of 
the body. These problems are chiefly 
those of inaccessibility of the area, po- 
sition of the body, and the fact that the 
area is to be considered a contaminated 
one. Other than that, anesthetic agents 
for surgery of this region should be con- 
sidered essentially those of other areas. 

It may be important to emphasize 
that these cases, generally, should be 
considered as elective surgery, and it is 
definitely erroneous to consider these 
cases as relatively minor. There is no 
such thing as a minor anesthetic. Even 
the anesthetic of “a few whiffs” may be 
detrimental to the patient. Death is as 
deadly from a hemorrhoidectomy, if not 
more, as it is from a gastric resection. 

It must be emphasized that the pre- 
operative and postoperative preparation 
of these patients should be consistent 
with good medical practice. As a group 
these patients are over premedicated and 
are rendered less safe for operative pro- 
cedures, and the preoperative prepara- 
tion is often incomplete. The positions 
frequently used for operations in pa- 
tients of this type are definitely damag- 
ing to the cardio-respiratory mechanism. 
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The obese patient who is put either in 
the Buie or the acute lithotomy position 
has a marked limitation of his respira- 
tion, and it is a relatively short time 
before there is also an effect on the cir- 
culatory mechanism. It is to the ad- 
vantage of all concerned that the sur- 
geon sacrifice a little bit of comfort and 
ease of working when the relatively poor 
risk patient who is obese is brought to 
the operating room. The obese patient 
would probably be best done in the 
lithotomy position without acute flexion 
of the hips, and with legs spread widely 
rather than acutely flexed, since there 
is less pressure on the abdomen and, in 
turn, less limitation of respiration. The 
Buie position with acute Trendelenburg 
in the obese, markedly aged, or mark- 
edly hypertensive patients is fraught 
with danger from a cardio-respiratory 
and a vascular standpoint. 

Regional Anesthesia without ex- 
cessive premedication seems to be the 
better type of anethesia in these patients. 





* Head of Dept. of Anesthesiology, Mercy 
Hospital, Chicago, Illinois. 

Presented at the 8th Annual Teaching Semi- 
nar of the International Academy of Proctology, 
April 23-26, 1956, Chicago, Illinois, The Drake 
Hotel. 








However, it is easy for us to err on the 
From the 
cardio-respiratory point of view we are, 
so to speak, killing the patient with 
kindness. 

It must be emphasized that the con- 
vulsive, the respiratory, and the cardiac 
types of reactions are seen less frequent- 
ly if epinephrine is added. It should 
be also emphasized that the amount of 
epinephrine to be added to these agents 
should be carefully measured with a 


side of overpremedication. 


tuberculin syringe, not guessed at with 
the so-called dropper, and the concen- 
tration should be in the vicinity of 
1:200,000 since less than this maynot be 
effective, and more may cause reactions 
to epinephrine. 

The saddle block seems to have gained 
a good reputation in anorectal surgery. 
This saddle block in reality is nothing 
more than a low spinal anesthetic which 
is performed with the patient in the sit- 
ting position. 

This technic should be used with cau- 
tion in the older, debilitated, and cachec- 
tic patient, especially where premedica- 
tion has been heavy, or in those instances 
where the individual is weak from any 
cause. We fear the vertigo from this 
sudden position change and the upright 
position in itself has caused many of 
these individuals to have a drop in blood 
pressure, nausea, vomiting, etc. We 
have decided that we can adequately do 
low level spinal with the patient in a 
reverse Trendelenburg position. How- 
ever, the saddle block procedure is a very 
It is one that 
can be depended upon, one that rarely 
fails, and one that rarely gives us any 
difficulty except the headache. One must 
be prepared to accept the complication 
in 6 to 14% of spinal anesthesias 

It is not a technic that one should use 


safe type of procedure. 





lightly ; that is, the anesthetic equipment 
should be checked, sterility should be 
maintained at even higher levels than 
is maintained for surgical equipment, 
and it is poor technic to do a spinal 
anesthetic and then do the operation. 
Also, the patient with a spinal should 
be carefully watched—the level of anes- 
thesia, the blood pressure, respiration 
being checked every five minutes. 

The ability to inject into the spinal 
canal does not constitute a knowledge 
of spinal anesthesia. Also it must be 
emphasized that at hand must always 
be oxygen, means of administering ar- 
tificial respiration, means of support- 
ing the blood pressure, etc. Not only 
does this aply to spinal anesthesia, but 
it should apply to all types of anes- 
thesia. Means must be at hand for ade- 
quately combating potential hazards of 
any type of technic. 

Epidural and caudal anesthesia have 
their advantages and their disadvan- 
Caudal and epidural anesthesia 
require definite skill that can only be 


tages. 


acquired by careful observation, train- 
ing and inquiry into the subject. It has 
a definite advantage that it is free from 
the headaches seen in spinal anesthesia. 
It has a disadvantage in that it requires 
special skill. With the use of Xylocaine 
induction time is diminished, averaging 
from three to ten minutes. One of the 
disadvantages of caudal analgesia is 
that regardless of the individual who is 
doing it, as high as 5% failures will re- 
sult because of anatomic anomolies. 
Epidural anesthesia lends itself well 
to pilonidal work, but we feel that in 
reality unless one sits the patient up for 
a definite period of time, no less than 
five to eight minutes, the percentage of 
failures will be slightly greater from 
epidural than from a caudal approach. 
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However, it has the advantage that it 
can be used in those cases in which there 
is marked inflammation in the anorectal 
area. The blood pressure fall is just as 
great, if not greater, with this form of 
anesthesia than with spinal anesthesia. 

There is very little that is new in the 
inhalation sphere of anesthesiology for 
the proctologist. Again I cannot men- 
tion too strongly the position of the pa- 
tient. The prone-flexed position should 
be condemned unless the surgeon can 
accomplish his work in the least possible 
time, and the patient be assured an ade- 
quate airway by the use of endotracheal 
intubation. The acute lithotomy posi- 
tion in markedly obese individuals 
should be modified so that the patient’s 
respiration is not so greatly embarrassed 


by the flexion of the thighs on the ab- 
domen. 

Intravenous anesthesia with Pento- 
thal alone should be condemned. It is a 
shame that a drug as good as Pentothal 
should be abused in this manner. We 
feel that Pentothal is not an anesthetic 
agent unless used in large quantity, at 
which time it is so depressing to the 
respiratory and circulatory system. It 
should never be used as a primary agent. 
In conjunction with nitrous oxide in 
the presence of an adequate airway, it 
can be used with caution. Pentothal 
can also be used in conjunction with 
regional block, providing a good block 
has already been obtained. 
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Pecten 





The pecten, first described by Stroud (31) in 1896, extends 
from the anorectal line above to the intersphincteric line (white 
line of Hilton) below. It thus includes the subepithelial areolar 
tissue of the upper third of the anal canal, in which tissue the 
anal ducts and intramuscular glands are located. 

The term “pectenosis” or “pecten band” was first used by 
Miles (24) to describe a fibrous tissue in the submucosa of the 
pecten area, which he believed is due to passive venous con- 
gestion. 

Since the pecten area contains the anal ducts and intramus- 
cular glands, as well as lymphatics, it is a logical site for in- 
flammatory tissue change. Such change might commonly 
develop in association with other local disorders, such as 
cryptitis, papillitis, anal fissure, or anal ulcer. Indeed, a 
chronic anal ulcer is almost always associated with pectenosis. 


Ambulatory Proctology (Second Edi- 
tion 1952) by Alfred J. Cantor, M.D. 
Pages 4, 5. Paul B. Hoeber, Inc. 
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A New Use 
of Appendicostomy 


In Colon Surgery 


I. HENRY EINSEL, M.D., F.I.C.S., F.1.A.P.* 


The first use of the appendix for the 
purpose of drainage or irrigation is in 
the English literature by C. B. Keetely, 
British Medical Journal, 1894, page 
1112. He mentions the possible use of 
the appendix for this purpose. 

The next reference in the literature is 
under the heading “Appendicostomy, 
Weir’s Operation.” It is found in Medi- 
cine Record, Vol. 62, No. 6, pages 201- 
202, New York, August 6, 1902. He 
felt it was a new use for the worthless 
appendix, 

The first time in our surgical experi- 
ence that we used the procedure was in 
a case of an elderly man 76 years of 
age who had an acute gangrene ap- 
pendicitis. He was sent to the hospital 
with diagnosis of intestinal obstruction. 
At operation the small intestine was di- 
lated and the appendix was lying over 
the terminal ileum. It was over 314 
inches long and the lower third ap- 
peared normal. The terminal ileum was 
obstructed by the appendix, causing al- 
most complete intestinal obstruction. 
The normal portion of the appendix 


Cleveland, Ohio 


was brought out through the operative 
incision and attached to the peritoneal 
fascia and skin and a #16 French 
catheter with multiple openings was 
placed into the ascending colon through 
the remaining portion of the appendix. 
Following this, irrigation of the colon 
every 3 hours with saline and finally 
10 to 20% glucose caused peristalsis 
and evacuation of gas, relieving the in- 
testinal obstruction. The patient made 
an uneventful recovery. 

Following this experience, it was felt 
that colon surgery might be handled 
better if simple decompression could 
be obtained through the appendix. Ap- 
pendicostomy with suction is the sim- 
plest decompression procedure that may 
be used on the colon. 

Operative Technique The location 
of the abdominal incision depends on 
the portion of the colon to be resected. 
This method may be used even in a 
combined resection if the patient is a 





* Visiting Surgeon, The Woman's Hospital, 
Cleveland, Ohio. 
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FIGURE | FIGURE 3 







The finished operative procedure is demon- 
strated in Figure |. Figure 2 shows the simple 
Wagensteen old-type gravity suction method. 
Figure 3 shows Chaffin type suction. Figure 
4 illustrates Babcock decompression motor 
suction. 











FIGURE 2 FIGURE 4 
(Vol. 8, No. 1) FEBRUARY, 1957 41 











FIGURE 5. 
Areas for the Use of Appendicostomy 


poor risk or any place situated up to and 
including the transverse colon. Na- 
turally it would not be used in resec- 
tion of the ascending colon. After the 
area of cancer or volvulus or diverticu- 
litis or other indicated pathology has 
been resected primary anastomosis may 
be performed. The appendicostomy is 
then performed in this manner. After 
the appendix is found, whether in an 
unusual, retrocecal, or normal location, 
it is dissected free. In a location where 
there is no tension on the appendix a 
stab wound is made in the anterior ab- 
dominal wall. The appendix is pulled 
through this wound by a curved hemo- 
stat so that an inch and a half extends 
above the abdominal wall. Then on 
the inside above and below the appendix 
it is attached to the anterior abdominal 
wall by one or two interrupted silk su- 
tures. This securely attaches the ap- 
pendix to the anterior abdominal wall. 
Following this, the appendix is cut off 


about 14 to 34 inch above the skin and 
a #16 to 18 or 20 French rubber 
catheter with multiple holes is placed 
through the appendix into the ascend- 
ing colon. If the appendix is not large 
enough for the insertion of the catheter 
it may be dilated by a special dilator 
which we have had made for this pur- 
pose or hemostat may be used. The 
appendix is fixed to the skin by silk 
sutures and adhesive tape to appendix 
and catheter and skin to securely keep 
the catheter in place. Then the catheter 
must be checked through the abdominal 
incision to make sure that it lies in the 
ascending colon and is not kinked. This 
procedure can cause no harm even if 
there is an obstruction at the sight of 
anastomosis. In one or two hours suc- 
tion may be reapplied and decompres- 
sion will take place. The suction will 
work as well whether the patient is sit- 
ting up or lying in bed. 

This finished operative procedure is 
demonstrated by Figure 1. 

The incision for resection is closed 
in layers as the operator wishes. 

After the patient has been taken to 
his room the catheter is attached to the 
decompression machine. There are 3 
methods that may be used. Figure 2 
shows the simple Wagensteen old-type 
gravity suction method to the patient. 
All hospitals have this available. 

Figure shows Chaffin type suction 
and Illustration IV Babcock decompres- 
sion motor suction. 

The suction is left on 1 hour and off 
2 hours. After the first 24 hours the 
catheter is irrigated with saline 100 to 
200 cc. and suction pump again used. 

In this way adequate decompression 
is obtained without using more uncom- 
fortable methods such as Wagensteen or 
Miller-Abbott type decompression. Bet- 
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CASE No. 1 


FORM 48 25M 3-51 CP 


HOSPITAL ANESTHESIA RECORD 
Hosp. No52°10066 Anesthetist’s No. 
Wards) B-2 Date OcToBer 17,1952 
Name_MRS. A.B. (Respon. Party. ) 
s M@pD Sep. M@) @c Ages S_ Occup._H. W: Address 


Unusual Phys. Finding SURGICAL (A 


Oper. Proposed: ABDOMINAL - PERINEAL- RESECTION RISK 


Anes. History: Wt. Ib. 


some 9. 

PREMEDICATION: idfempir. gr. at : gr. Atrop. Suupel. dipupe. gr. /tS0 at 9 So 
AVERTIN,-. mgm. per Kgm. at NEMBUTAL,-- gr. at 
Other drugs,__PYR18: ine Some 


A.M. 
ee. 























0nNw 





at 





























30 4s 


15 30 45 ew 15 30 45 


% 
a 


PREMED. EFFECT 
None. Moder. 
Somnolent 
Depressed 
Appreheasive 
Excited 


INDUCTION 
Smooth 
Delayed 
Excited 
Cough 
Vomiting 
Excess. Secze. 
Laryngospasm 


MAINTENANCE 
Smooth 
Difficult 
Airway-O-T-N 


POSTURE 

Supine 

Prone 

Lat. Prone 
Trendel 

Lithot. Extreme 
GB. Elev. Kidney 









































RECOVERY 
Reflex. in OR. 
Retch. 
Vom. Cgh. 
Excit. 
Admin. CO2 
ANESTHESIA SOD. Pen 0.56 + Ca Ha+0.+ ETHER 
Surgeon_ DR, C, Anesthetist DR. @. : 
Pathology Exposed TUMOR Cuc-b€- SAC 
OPERATIONS - : t Degree of Ist 
Aun Cocesrom ae 2nd 
~ Cc y 3rd 
Dep i Shock __ 
Case No. I—This case represents graphically the blood pressure, pulse rate and respirations of a 


58 year old white female having an Abdominal-Perineal resection. This was an uneventful procedure 

although the blood pressure dropped to 70/50. Whole blood and vasopressor agents gradually 

brought the pressure back to a normal level. Hypotension is however not an uncommon complica- 

tion of this type of surgical procedure. Blood loss was not thought to be a factor, per se, in 
explaining the hypotension. 
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CASE No. 2 


HOSPITAL ANESTHESIA RECORD 
Hosp. No. §Z°0Z210 
Ward_W _ 
Name_MR. A.t. (Respon. Party. 








FORM 46 25m 3-51 CP 


Anesthetist’s No. 


Date Marcu 1052. 


} 





s@w D Sep. @rF @c AgeS3 Occup. CKERK Address 












































Unusual Phys. Findings: CA. OF RECTUM SURGICAL (A___ 

Oper. Proposed mx {2 

Anes. History: Wt. lb. p=. 

PREMEDICATION: Morph. gr. _ at Tee at emp. Scopcl. Migs gr /tS2 at 25% 
AVERTIN,- mgm. per Kgm. at NEMBUTAL,- gr. at 5 
Other drugs,- 

A.M. 

we 1s 30 4s eo 15 30 4s 15 30 4s 


ANESTHESIADOD. Pent, + CH, +O, Conorancnenc) 





PREMED. EFFECT 
None. Moder. 
Somnolent 
Depressed 
Apprehensive 
Excited 


INDUCTION 
Smooth 
Delayed 
Excited 
Cough 
Vomiting 
Excess. Secre. 
Laryngospasm 


MAINTENANCE 
Smooth 
Difficult 
Airway-O-T-N 


POSTURE 

Supine 

Prone 

Lat. Prone 
Trendel 

Lithot. Extreme 
GB. Elev. Kidney 


RECOVERY 
Reflex. in OR. 
Retch. 

Vom. Cgb. 
Excit. 

Admin. CO2 





Surgeon__DRs. Co mane 29.0 











Pathology Exposed 
OPERATIONS _ABOOMINAL- PERINEAL- RESECTION 





Degree of 





Circulatory 
D 











lst 
2nd 











Shock __ 








Case No. 2—After one and one half years of surgery and anesthesia, this 53 year old white male 
had a precipitous drop in blood pressure from 140/90 to 70/50. Blood and Oenethyl did not 
bring the pressure up so Levophed (Nor-Arterenol) was given. After stabilization was established, 
this vasopressor agent had to be administered for a six hour interval before this patient maintained 
an adequate blood pressure level on his own. Blood loss was not thought to be excessive in this 
Abdominal-Perineal procedure. Anesthesia was Sodium Pentothal, orotracheal cyclopropane and 


oxygen. 
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CASE No. 3 


HOSPITAL ANESTHESIA RECORD 

Hosp. No. 53-01016 Anesthetist’s No. 

Werd CB-3 DateJANUARY J, _1953_ 
Name_ Mes. H. r. (Respon. Party. ) 
S@w D sep. M@ @c Age67 Occup Housewire Add 
Unusual Phys. Findings: CARCINOMA SIGmolD — ManuTation __ SURGICAL ( A__ 
Oper. Proposed: ABDOrMINAL PERINGAL RESECTION RISK rl 
Anes. History: Wt. lb. a 


OEmMeRoL TSMG eo 
PREMEDICATION: @fenpdesmge. at l2= : gr. at Atrop. Ganga. dipene. _™ at /2 se 
AVERTIN,- mgm. per Kgm. at ___ NEMBUTAL,- gr. _____ at 
Other drugs PYR RENZAMINE SOMG AT /2% 


FORM 46 25M 3-51 CP 









































P.M. 6o 15 30 4s ee 15 30 45 15 30 4s eo 


me 

PREMED. EFFECT 
None. Moder. 
Somnolent 
Depressed 
Apprehensive 
Excited 


INDUCTION 
Smooth 
Delayed 
Excited 
Cough 
Vomiting 
Excess. Secre. 
Laryngospasm 


MAINTENANCE 
Smooth 
Difficult 
Airway-O-T-N 


POSTURE 

Supine 

Prone 

Lat. Prone 
Trendel 

Lithot. Extreme 
GB. Elev. Kidney 


RECOVERY 
Reflex. in OR. 
Retch. 

Vom. Cgh. 
Excit. 

Admin. CO2 


ANESTHESIA JOD, Pent. O.76m+ 2.0ec + ORoreacnean CoHe+O,+Eruee 
Surgeon__ DR. B. Anesthetist TOR. F. 
Pathology Exposed CARCINOMA SiGmMeiD 





























OPERATIONS Degree of lst 
‘ a : ee 2nd 
£ Af Cc y 3rd 

Dep Shock __ 














Case No. 3—During the surgical and anesthetic procedure, this 67 year old white female had two 

episodes of hypotension, that was not readily controlled by the administration of whole blood and 

Vasoxyl. Levophed was started eighty minutes after the anesthesia was started. After the pressure 

came up to 140/90 from 70/50, this pressor agent was temporarily discontinued but the systolic 

ressure again dropped to 85/40. Therefore, it was restarted and had to be continued for 16 

Gia before the patient could be weaned from it and still maintain a good pressure. This patient 
developed a non-fatal myocardial infarction 48 hours post-operatively. 
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CASE No. 4 


FORM 48 25M 3-51 CP 


HOSPITAL ANESTHESIA RECORD 




















Hosp. No. §2-03362 Anesthetist's No. 

We:d B-19 Date APRIL 7, 1952_ 
Name_Mes. M.G.D. (Respon. Party. ) 
S M@®D Sep. M@ @c AgeBl_ Occup. Address 

Unusual Phys. Findings: C.A. RECTUM ? SURGICAL (A 
Oper. Proposed: toesy Recta. lumer- Frozen Section - RISK a 
Anes. History:__Posstace ABoommat PERINEAL RESECTION Wi._UY Ib. a 


i] 
PREMEDICATION: Morph. gr. Ye at GR... gr. at 


deimep. Scopol. ine. gr feo | a 
























F.VERTIN,-____. mgm. per Kgm. at NEMBUTAL,- gr. at 
Other drugs,- PryRi r some 9 3%m, > 
A.M. 
24 fee 18 30 15 30 45 ee 15 30 45 / 
PREMED. EFFECT 
220 None. Moder. 
Somnolent 
Depressed 
180 Apprehensive 
Excited 
160 INDUCTION 
140 
Excited 
120 
Vomiting 
L00 Secre. 
80 
MAINTENANCE 
60 Smooth 
Difficult 
40 Airway-O-T-N 
20 POSTURE 
Supine 
0 Prone 
Lat. Prone 
Trendel 
Lithot. Extreme 
Elev. Kidney 
RECOVERY 
Reflex. in OR. 
Retch. 
Vom. Cgh. 
Excit. 
Admin. CO2 





ANESTHESIA 90D: Penr. O.7G@m. + N20+0.t ETHER 
.S. 


Surgeon__DR 
Pathology Exposed 
OPERATIONS ANAL to Degree of lst 


Anesthetist OR. FE . 


























on 2nd 
Cc y 3rd 
D i Shock __ 





Y 











Case No. 4—This 81 year old white female developed first hypertension followed by hypotension 

during the operative procedure for an Abdominal-Perineal resection, To bring the pressure down 

from 250/120 to 200/100, 300cc of blood was withdrawn from the patient into a vacoliter bottle. 

Coincident with upper abdominal exploration, the blood pressure dropped to 80/60. Her own 

blood plus 1000cc more stabilized her pressure fairly well. However she died three days later 

of a cerebrovascular accident which could have occurred during her interval of hypertension on 
the table. 
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ter co-operation from the patient is ob- 
tained. If a bowel movement is desired 
after 4 or 5 days 100 to 200 cc. of 20% 
or stronger dextrose solution is injected 
through the appendicostomy. This 
stimulates intestinal peristalsis and 
causes a bowel movement in a short pe- 
riod of time. This will not cause any 
harm and if there is an obstruction 
after 1 or 2 hours and suction is applied 
decompression will take place through 
the appendicostomy suction. 

Its advantages may now be sum- 
marized. It is a material aid used in 
dealing with the old-age group of pa- 
tients that do not stand multiple serious 
surgical well. Primary 
radical surgical resection with re-unit- 
ing the colon can be performed with 
safety. The areas where it is useful 
are shown in Figure 5 on page 41. 
No matter how difficult the procedure 
the patient co-operates for he knows he 
is finished with surgery. Patients can 
be gotten out of bed early for the suc- 


procedures 


tion works as well sitting in a chair as 
in bed. 

If there is difficulty or complication 
at the suture line adequate decompres- 
sion can immediately be maintained. 

If there is a question of obstruction 
for mechanical process at the area of 
anastomosis, this can be found very 
rapidly by using a vegetable dye as a 
saline Murphy drip used in the rectum 
and in about an hour the colored saline 
occurs in the appendicostomy siphonage 
material proving that the anastomosis 
is adequate. If it does not appear it 
shows that there is operative difficulty 
at the site of anastomosis and decom- 
pression must be maintained until x-ray 
can be used to confirm the difficulty. 

In our surgical series of 26 cases 
(original appendectomy case not in- 
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cluded in chart) 25 were patients in 
which the colon was resected with pri- 
mary anastomosis end-to-end; side-to- 
side; or side-to-end. We had no deaths. 
Females operated 12 
Males operated 13 
Operations for carcinoma 
of colon 19 
Operation for benign polyp 1 
Operations for diverticulitis 5 
Operations— 
Ages between 30 and 40 
Ages between 40 and 50 
Ages between 50 and 60 
Ages between 60 and 70 
Ages between 70 and 78 
A large number were about the age of 
70 and we felt the reason for no mor- 
tality was that decompression by this 
method was adequate. No Wagensteen 


NA + > 


suction was necessary for decompres- 
sion. Fluid balance may be obtained 
by using the appendicostomy for giving 
fluids through colon. Feeding, result- 
ing in protein balance, was made easier 
to control in these operated cases and 
especially in the old-age group. If per- 
istalsis is needed, materials may be 
injected through the appendicostomy 
and positive results obtained. 

After the catheter 
appendicostomy usually granulates in 
and if not cautery may be applied to 
under 


is removed the 


mucosa membrane novocaine 
anesthesia and following this the wall 
usually closes. If it will not close fol- 
lowing the catheter removal it must be 
proved that the anastomosis is func- 


tioning properly, by x-ray. 


Summary 


1. Appendicostomy with suction 
reduces the number of surgical 
procedures. 


47 





9 “ON ASVD 





*sisouBeip ey pewsyuos Asdoyny ‘suoljoeses jeoulieg 
-jeulwopqy Burobsepun syueied ul uowwos Ajaalpejas si Uolzeo!;dwos siuy 
40} uoisuepodAy jo jeasaju! ayy Buiunp 4no20 jjam Aew uoiposejur jeipsesoAw 
$eUs 4ySNOUY SI 4] “eANPeD0ud yeyyseue Pue jediBuns ey} Joyye SAep 9] 














pesdxe jueiyed siyy ‘uolposeyus jeipuesokw pajeeaes Ajeaiyesedo-4sod skep a vd AWOITSN TH] 
@AY "S “y "Fey ‘uolsuazodAy yo seposida Omp patigiyxe eys *(uesyxeq a eae AwWSLISaLSAH Wiel 





f© °22 QOG PUue Poojq aj0Y4M jo ‘92 QOGI—eUl/eS Ul esoON|g %G *22 000!) SNOLLYUadO 
Ajsnousaeijzu! ping 40 229000E PeY eYs poised si4y, Buling ‘uolyoese4 |eoulieg pesodxy A50joqeg 
-jeulwopqw pue Awojseajna ‘AwojooseysApy je}o} & JO} Sumoy yjey euo FWD “SB ivousoay 2) "SEE woesng 
pue eay Joy AseBins yuamsepun ejewey ey14ym pjo seed |/ SIYJ—G “ON eSeD Hla +*0F > a°O INI VISTHISINY 
209 ‘sImpy 
Wwexg 

"GSD “wo 
"qOI8N 

“UO BF -xeyou 
AUZAOOTY 














Aoupry “Ae|z “gD 
emejxg yOu 
lepuezy 

ouorg We] 

euorg 

eudng 
azunLsod 


z 
8 
cS) 
P 
g 
9 
5 
’ 


N-L-O-Aemury 
amon 
qooms 
FONYNZLNIVW 


THE AMERICAN JOURNAL OF PROCTOLOGY 


wsedsobutie7 
“0100 ‘sseoxg 
Suya0y 
ybnoa 
peyoxg 
Pekejog 
qoomg 
NOLLONGNI 


Peyoxg 
eajsueqenddy 
pesse:dog 
yuejoumog 
“19poyq “euON 
109443 ‘GaWNaud 


ch 























































sb oe st 
Esbi‘or HoBUW 





—_——— 
oe St 


oo 
SP sv oe st SP oe st SP oe st sv oe st Wd 
wwssb { outa Sosnvisd -SNBRBLN ONY XAYad O21 HoIsNaLIA HIM WAINA JO'W'9 — sMuas BDUIHM “IL “@'A'O'SOW BhBLO-ES wy 














S “ON 3SV9 ? 





“pO 4yx 
JO240D jeueipw pue sUoJIOD Y4IM (| peiedaid Ajsnosobia 
sem juaized siyy Joype jnyyuereuN a19M (7) Sesnpedoid jeolbuns yuenbasqns 
‘shep UueAes JOY eIseUWe Ue PeYy eYSg ‘Shep Sasy} JOY GB JeAO PouUleyuleU 
aunsseid 1j04sAs @ BAeY 4OU PIP 4nq peJeaodes juslyed ey) “paMos/o} 
Adesoyy ayy sem Ajsnousresju! 4oe14x9 [eD14109 jeUsIPe PUe BUOJOD “Solt 
~!W944X9 OY, OF SyoNbiusNo} snoueAd ‘uol+ez!;e4151p ‘ueBAxo euinsseid satyisod 
‘uolyons jeeyoesy ‘ewepe Aseuowjnd pue einsseid poojg ajqeuseosip ou jo 
poised e& Ul pepnses suolpedjsiuIWpe Poojq jelJepie-eiju! Pue snousaeipuy 
*Ajiuesodwie, Ajuo 4nq einssoud oy, pasies Ajiuesxodwe, paeydors] ‘eins 


“SO1d POOjq 94} O4eAR/@ Ajqeisedde jou PIP AjsnoueAeyU! 4de1yxXe 1ed!4109 


Jeueipe pue sulipaysoy, ‘ouijes pue esoonjd “O¥/OL °F O8/OE] Woy 1/9} 
Ajydwioid ainsseid poojq ey) ‘einpesoid jeeulieg-jeulwopqy pese;dwesu0s 


ayy Joy uaAlB sem elsayysoue jeuids “jeyidsoy eyy u! Ppolied eaipesado 
-oid Aep eeiyy 404 Bulinp panuiyuos jou sem auosizio> ayy ‘AjpuepseAapeul 
“UOIFOUN} JEd1ZIOD [Busipe Ssaidap Of UMOUY ee asey4y jo Yyog “Asebuns 
Of JOLId 'SIZ1]0D BAIZeIED}/7) JOY JOY SYZUOW OM} JO} GUOSI}JOD PUe sYyyuoW 
XIS JO} SD1FOIGIYUR OYy UO UBEqG PeYy s;eWey a414ym Pjo seed Eg Siyy “jeuIds 
‘eIsaysseUe JO OD10Y4D 4De1J0DU! Ue SNjd UO!yOUN} [ed!}109 jeusipe Bulssesdep 
s40zoey yuezsodu! Asaa aq Of 4/04 SI yeYM Syuasesdas eseD SIYJ—9 “ON BSED 

















— _yeoys 1 a 
PIE k 





¥ a 











puz t Le) 
BI jo eer16eq 

















pesodxg 








SNOLL 





wHoqseuy 





209 ‘tIm™py 
qWexg 
“moO, 
“qoIed 
“HO BF “xeyey 
AUZAOOTU 


"a8 


Aoupry ‘AelZ ‘gD 
owenxg 70417 
jepuezy, 

euorg je] 

euorg 

easdng 
qunisod 


N-L-O-Aemary 
UMNO 
qoous 
JONYNZLNIVH 


wsedsobudre7 
*0190g ‘s8e0xq 
Supimo, 
qSnop 
peyoxg 
pekejog 
qoomg 
NOILLONGNI 


pevozg 
@aysueqe:ddy 
pesserdeq 
quejoumog 
“1Opoyy “OUON 
LOgdda “GANA 


















s 08 sot sy oe Sst 
“Slay ewos aunrwrnsewng ‘e0k/, 889 vu ‘“owsl 


sy oe st 
WDWIA — WoL YIIC DW -I39d 





oS SSE wueqieony 


YVIS3HI 








A210} [N911D 


jo e016eq 


GWagitsag JHHII0Id WINIsdd 
RWOLIDIOD —~—«s SNOLLvuzdo 
STING) SMLVSIITI Povcdzg A5ojomieg 
SU wesbins 
VISSHLSINY 




















02 


o9 


o2T 


OvT 












sb oe st sp oc st 
Zsoi'se% Ldds EL- B1INM BWWWw323 


sy of &st ‘Wd 
@H sew 2£b630-7¢ 


9 “ON ASVD 





49 


(Vol. 8, No. 1) FEBRUARY, 1957 














CASE No. 7 


FORM 48 25M 3-51 CP 


HOSPITAL ANESTHESIA RECORD 
Hosp. No 5206757 Anesthatiat’s No. 




















Ward CB-3 Date JULY /), 1953 
Name_ fARS. C. H. (Respon. Party. ) 
s@w D Sep. M@) Wc Age] Occup... ss Adress 

Unusual Phys. Findings:__€-A. Rectum SURGICAL ( A___ 
Oper. Proposed: ABDOMINAL Psrinea Resection RISK = 
Anes. History: s WE: lb. | a 











DEMEROL SOG Ss ‘ 
PREMEDICATION: déeuph. gn ___ at TE. gr. at daemp. Scopol. tiuus. _ at 78. 

















AVERTIN,- mgm. per Kgm. at NEMBUTAL,- gr. at 

Other drugs,- a 
A.M. 
a. qe 18 30 45 ee 15 30 45 ee 15 30 45 





160 


140 


120 


100 


60 


20 


g 
6 
¢ 
& 
: 
3 


ANESTHESIAWRD - 0.5604 Anecriné 2.0ce + ~@OX%GEN-ETHER 
Surgeon_ ORS, Gew. Anesthetist Des. B, S,+S 
Pathology Exposed 


OPERATIONS _AGDomIAL PERINEGAL RESECTION ss |_—o Degree of & 























Circulatory 


Depression 





3rd 
Shock __ 

















Case No. 7—This 7! year old white female was known to have an adrenal cortical insufficiency 

prior to surgery. She was given Cortone, Lipo Adrenal Cortical Extract, and the aqueous Adrenal 

Cortical Extract per-operatively. In addition she was given intravenously Adrenal Cortical Extract 

during the surgical procedure for an Abdominal-Perineal resection. Whole blood, Methedrine and 

Wyamine were also given and the patient maintained a rather benign surgical and anesthetic 

course. It is felt that had this patient not been prepared the stress of surgery may have initiated 
severe hypotension that may have been fatal. 
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2. Appendicostomy is a material 
aid in maintaining fluid and pro- 
tein balance in the aged patient. 

3. Appendicostomy makes radi- 
cal surgery of the colon a one-stage 
procedure with safety. In 25 radi- 
eal resections of the colon there 





were no deaths. 


4. Appendicostomy is a simple 
method of decompression gaining 
greater co-operation from the 


patient. 


7016 Euclid Avenue 








The American Journal of Proctology 
welcomes original articles of interest to 
anorectal and coloproctologists. Manuscrpits 
offered for publication should be sent to: 


Editor 


American Journal of Proctology 
147-41 Sanford Avenue 
Flushing, New York 


Original manuscripts, not carbon copies, 
typed double spaced on one side of the 
‘ paper, leaving wide margins, with all papers 
numbered, should be submitted. Authors 
should retain copies of papers submitted, 
since the accepted originals, will not be 
returned. Numbers under one hundred 
should be written out, except when used for 
percentage, dosage, degrees, or decimals; 
for numbers above one hundred numerals 
should be used. Dorland's (for example) 
Medical Dictionary and Webster's Inter- 
national Dictionary may be used as stand- 
ard references, Scientific names for drugs 
should be used; copyright or trade names 
should be capitalized; names appearing in 
New and Non-official Remedies should be 
indicated by superscript @®. Units of mea- 
surement, such as length or dosage, should 
be expressed in the metric system; tem- 
perature should be in degrees centigrade. 
The American Journal of Proctology is in- 
ternational in scope, and contributions from 
foreign authors will be considered, and, if 
accepted, will be translated and published 
in English. 

The bibliography of numbered references 
in alphabetical order should include only 
references mentioned in the text, should be 
double space, and should conform to the 
following style: 





Suggestions for Contributors 


Reference to an article: Author's 
name and initials, title of article, 
name of periodical, volume number, 
inclusive pages, month, (date, if 
periodical appears more often than 
once a month) and year of publica- 
tion. Reference to a book: Author's 
name and initials; title of book, 
(edition number, if any) city of pub- 
lication, publisher, and year of publi- 
cation. 

When a direct quotation is used, it 
should include the exact page number on 
which it appeared in the book or article 
from which it was taken. 

Illustrations should be numbered, the top 
of each plainly indicated, and the author's 
name and abbreviated title of the article 
should appear on the back of each. Line 
and wash drawings should be black on white 
paper, with lettering in black India ink large 
enough to be readable on reduction. Only 
original drawings and charts, not photo- 
graphs, should be submitted, Black and 
white photographs should be in the form of 
glossy prints. Direct contact glossy prints 
from the original roentenograms should be 
submitted. The magnification of all photo- 
micrographs should be stated. The publisher 
may limit the number of illustrations repro- 
duced free of charge. (Colored illustrations 
will be published at the author's expense). 

A list of legends for the illustrations 
should be on a separate sheet. Dates and 
initials should be included in legends rather 
than on the illustrations. 

Reproduction of an_ illustration having 
appeared elsewhere should be accompanied 
by complete reference to the previous pub- 
lication and by a statement that permission 
has been obtained for reproduction. 
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Ano-Rectal 


Ano-rectal pain is frequent, and is the 
cause that brings the patient to seek 
medical attention. Very few people pass 
through life without developing some 
kind of a rectal malady. This bowel 
terminus teeming with bacteria, the pas- 
sage way of noxious material of various 
consistencies and bulkiness, is vulner- 
able, in spite of the tremendous resist- 
ance that nature lavished on it. ° 

The various systemic diseases, faulty 
hygiene, trauma, extension from other 
bowel segments, are formidable etiol- 
The erect posture, the peculiar 
nerve arrangement, and the vulnerable 


ogies. 


venous system of this region must be 
emphasized. The innervation of the rec- 
tum differs from the anus and perianal 
The latter are very sensitive 
Most rectal pathology 


regions. 
to pain stimuli. 
does not cause much pain, unless it in- 
volves the anus and produce pressure on 
the innervation of the anorectal muscu- 
lature. 

Rectal pain is not easy to locate. A 
thorough history and a very careful ex- 
The 
character of the pain, location, duration, 
manner of onset, and relationship to def- 


amination are very important. 


ecation is imperative. 

Perianal pain limited to this region is 
not influenced by defecation to any de- 
gree. Soreness may be the result of skin 


Pain 


N. B. JAFFE, M.D. 
Bridgeport, Connecticut 


abrasions, inflamed condylomata, dis- 
charging sinuses, contusions and poor 
hygiene. Burning sensation in the anus 
and perianal region may be caused by 
dermatitis, during diarrhea, trauma and 
scratching. Smarting and itching may 
follow the intake of certain medications, 
allergy, or antibiotics. Burning and dis- 
comfort may also result from luetic and 
gonorrheal infection. Much annoyance 
may follow unsuccessful surgical proce- 
dures. In multiple sclerosis, amyo- 
trophic lateral sclerosis, anal and peri- 
anal irritation takes place. 

Ordinary hemorrhoids are usually 
painless if uncomplicated. Thrombosed 
external hemorrhoids are painful if ex- 
tensive, and near the sphincater. Un- 
complicated internal hemorrhoids, 
polyps, and papillae, if protruding, pro- 
duce pain, or discomfort during defeca- 
tion to a small degree. But if they pro- 
lapse, edematous, thrombosed, ulcer- 
ated, and accompanied by sphincter 
spasms, produce severe throbbing pain 
accentuated by defecation. 

An abscess located in the anal or ad- 
jacent region, produces pain, depending 
on the size, pressure and proximity to 
the sphincter. Such pain is constant, 
throbbing, and aching. Ischio-rectal ab- 
scess, pilonidal infection and furuncu- 
losis, if extensive, produce intense pain. 


52 THE AMERICAN JOURNAL OF PROCTOLOGY 

















Anal fissure pain is sharp, cutting, in- 
creased by elimination and continues for 
hours later. Epithelioma, malienancy, 
and ulcer produced by ulcerati «© colitis, 
or regional enteritis, mimics the above 
mentioned. Tears and abrasions are like- 
wise sharp, but heal shortly. 

Mild or intense tenesmus is caused 
by spasm of the circular muscles of the 
rectum in an effort to evacuate the lower 
colon. This is usually due to proctitis, 
ulcerative colitis, amebiasis, dysentery, 
tuberculosis, or lues, Tenesmus may 
also result from rectal neoplasms, im- 
pacted feces, foreign bodies, papillae, 
diverticulitis and stricture. 

Severe, lancinating pain of sudden 
character in the rectum, agonizing, caus- 
ing prostration, lasting 14-20 minutes, is 
not a rarity. Such pain may appear 
once or several times. The exact loca- 
tion is not definite, and is possibly 
produced by muscular spams. It may 
originate reflexly from the prostate, 
seminal vesicles or coccyx. It occurs 
mostly in males past middle age, those 
of high nervous tension, and hyperten- 
sion. In spinal cord lesions and tabes 
the pain lasts longer. 

Vague rectal pain characterized by a 
sensation of burning, pressure, aching, 
and discomfort, located in various re- 
gions, radiating to the coccyx or but- 
tocks is frequent. It may also be caused 
by growth at the sacrum, peri-rectal 
abscess, enlarged prostate, infected semi- 
nal vesticles, endometriosis, and pelvic 
malignancy. Spasm of the levator ani, 
coccygeus, and pyriformis muscles may 
also precipitate in rectal pain. This is 
accentuated by prolonged sitting, riding 
and certain arduous work, Other factors 
responsible for the pain are foci of in- 
fection in the anus, in the posterior 
urethra, prostate gland, seminal vesicles 
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of males, urethra, bladder and vagina in 
females. 

Pain, discomfort, and pressure sensa- 
tion may also be due to incomplete 
evacuation, excessive enemas, prolapsed 
infected hemorrhoids, post - operative 
scars, radium application, post-infection 
treatments or neurosis. 

Pain may be located at the anal 
orifice, in the anal canal, or the lower 
two inches of the rectum. It may be 
sharp, coming suddenly, paroxysmal, 
burning, throbbing, or of a dull aching 
character. The onset with relation to the 
bowl movement is important. Sharp, 
acute pain, stinging, cutting, burning, 
spasmodic in character, coming with 
stool, or following it, always points to 
some lesion of the anal canal. Sudden, 
darting pain, occurring in the intervals 
between stools, also point to the same 
region for their origin. Pain of a throb- 
bing character indicates acute, or sub- 
acute inflammatory conditions. There 
may be integumentary, perianal or peri- 
rectal abscesses. Here leukocytosis and 
fever are present. Pain of a full aching 
character, whether intermittent or con- 
stant, may be caused by hemorrhoids, 
polyposis, prolapse, fistula, ulceration of 
the rectum, or malignancy. 

Many diseased the 
rectal cavity may progress to a serious 
degree, without causing any local pain 


conditions of 


on account of the minimal sensory in- 
nervations of this region, Pain referred 
to other regions of the body—such as 
the sacrum, uterus, vagina, bladder. 
urethra, penis, scrotum, down the sciatic 
nerves, into the inguinal region—is fre- 
quently caused by pathological condi- 
tions in the rectum which cause no local 
pain whatever, Embolism of the mesen- 
teric artery and congestion of the portal 
precipitate pain. sacral 


vein Severe 
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backache is often the only subjective 
symptoms of incipient malignancy. 

The pain of internal hemorrhoids, 
is more of a dull aching sensation, 
accompanied by a feeling of fullness 
with or without throbbing. It is seldom 
of an acute nature. There is a sense of 
weight and dragging in the rectum and 
in the sacral region. Pain caused by 
thrombotic piles is sudden, lancinating 
in character and accompanied by the 
appearance of a tumor. The pain soon 
becomes of an intense, throbbing char- 
acter. 

Spasmodic contraction of the intes- 
tine increases with the distance the con- 
tents have to travel. The spasm is acute 
and violent, mostly in the rectum and 
anus, is followed by painful pressure 
and desire for evacuation. It occurs 
mostly at night, which may persist for 
five to ten minutes. Proctospasm arises 
through irritation of the autonomic ner- 
vous system of the pelvic area: in crisis 
of tabes, hysteria, ulcers, fissures, hem- 
orrhoids, foreign bodies, cystitis, uterine 
and prostatic diseases, Rectal pain may 
also be caused by vagotonia. Digital 
examination reveals a contracted and 
spastic sphincter. 

According to Spiesman and Malow, 
coccygolynia and proctalgia are of the 
same clinical entity: the former the 
acute, an dthe latter a chronic manifes- 
tation. When the coccyx or the coccy- 
geal joint have been injured, or when 
the surrounding structures are inflamed, 





a muscular spasm sets in effecting the 
levator ani and coccygeus. A fall might 
tear the lateral sacro-coccygeal ligament 
and cause pressure upon the fifth sacral 
nerve. Blocking of the lymphatic drain- 
age of the ano-rectum may also cause 
muscular spasm as revealed by digital 
examination, tenderness, nodules’ of 
fibrositis, or lymphadenitis. 

Proctalgia fugax is similar to coccy- 
godynia in that it is sudden. It may be 
brought about by an accumulation of 
flatus, stool, or coitus. The patient com- 
plains of pain in the rectum, or about 
the tail bone, aggravated on sitting posi- 


tion. 
The pain in the rectum becomes 
progressively worse, compelling the 


patient to lie motionless. In rare cases, 
very severe pain arise suddenly in the 
bowel, causing agony, lasting a few min- 
utes, subsiding quickly, and re-appear- 
ing during long periods. No definite 
pathology was ever found, 

Ano-rectal pain is a very much preva- 
lent symptom complex, compelling the 
patient to seek medical attention, The 
intense crusade against malignancy has 
created a tremendous awareness in the 
public mind. The patients may consult 
the pharmacist concerning their rectal 
malady. The variety of pile ointments, 
suppositories, and other rectal medica- 
tions is stupendous. It is the physician’s 
imperative duty to investigate complete- 
ly and thoroughly any rectal symptom, 
or any deviation from the normal. 


Bibliography 


1. Durand Smith: The Medical Clinics of 
North America, January 1953. 

2. Aaron: Diseases of the Digestive Organs, 
Second Edition page 179. 


3. Hill, John R.: Journal of the American 


Medical Association, October I1, !952; Page 
579. Volume 150. Number 6. 

4. Hirschman: Ano-Rectal Diseases, Chapter 
Il, Page 29, 
1119 Stratford Avenue 


54 THE AMERICAN JOURNAL OF PROCTOLOGY 











Hemorrhoidectomy 


Immediately After 


Delivery 


HARRY KIRSCHBAUM, M.D., F.A.C.S., F.1.C.S. 


Dr. J. Bubis, in 1922, was the first to 
introduce comprehensive repair of old 
lacerations after labor, including hemor- 
rhoidectomy. There had been some 
earlier attempts at repair of old lacera- 
tions of the perineum, but Bubis’ work 
was the first to make systematic effort 
to repair old lacerations at the time of 
delivery. His book, “Purperal Gynecol- 
ogy”, was published in 1929. In 1927, 
following his work, I did many of these 
gynoplastic repairs, such as, repair and 
amputation of the cervix, cystocele, rec- 
tocele and hemorrhoidectomy at the 
time of delivery. 

The situation at that time differed 
also in some respects: 80% of the pa- 
tients were delivered at home and 20% 
in the hospital, and there was no effort 
to repair except a few perineal sutures 
of fresh lacerations. 

There were, therefore, many patients 
(multiparis) who in 1927 went to the 
hospital, and since they were to be in 
at least 8 to 10 days, it was logical to 
do the repair. 

In all these repairs, without sulfa or 
antibiotics, no patients were lost from 


(Vol. 8, No. 1) FEBRUARY, 1957 


Detroit, Michigan 


infection and the tissues healed well be- 
cause of the good blood supply in the 
immediate postpartum period. 

It is now about 25 years, and there is 
chance to observe these patients. The 
results are satisfactory and as good as 
interval hemorrhoidectomy. 

One objection was that there was so 
much extra pain, but I eliminated that 
by the heavy anesthetic oil injections in 
the anal sphincter. 

With modern obstetrics patients come 
to the delivery in much better physical 
condition as the result of better pre- 
natal care, better intrapartum medica- 
tion, antibiotics, blood availability, bet- 
ter anesthesia and improved heavy anes- 
thetic oils for sphincter injections and 
early ambulation. The procedure is defi- 
nitely safe. 

We can now recommend, without 
hesitation, necessary rectal work during 
pregnancy, or immediately at the time 
of delivery in the average case. The 
technique is the standard method, with 
the necessary experience and judgment 
in this type of surgery. 

5057 Woodward Avenue 
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CASE REPORT 








Malignant Melanoma 


of Rectum, Prolapsed 


The melanoma is the most virulent of 
all known tumors. Pigmented tumors 
may be innocent or malignant. The for- 
mer is sometimes called an 
melanoma or nevus, the latter a malig- 
nant melanoma or malignant sarcoma. 
In practice, the benign tumor is called 
a nevus, and the malignant tumor a 
melanoma. The old term, melanotic sar- 
coma should be dropped, for the tumor 
is not a sarcoma. The pigment is 


innocent 


melanin. 

A melanoma is important not because 
of any local disturbance it produces, for 
usually it remains small. It kills by pro- 
ducing widespread metastases. 

The prognosis is grave, yet not neces- 
sarily so grave as is usually stated. The 
average duration of melanoma is from 
2 to 3 years, but some cases remain 
localized for a long time. 

Melanomata are found in many 
groups of vertebrate animals. The ma- 
jority of the tumors are found in the 
skin. Commonest sites of occurrence are, 
in order of frequency, lower extremity, 
head, neck, face, trunk, and the gastro- 
intestinal tract. The commonest site in 
the gastro-intestinal tract is the anorec- 
um, most occurring in the anal skin with 
invasion of the rectal mucosa. Gabriel 


R. C. VENTURO, M.D.* 
HERMAN MILLER, M.D.** 
Philadelphia, Pennsylvania 


believes that all are anal skin tumors. 
Kallet reported a case arising from a 
rectal polyp, as this presentation will 
demonstrate. 

Pack, et al,‘ reported in his series of 
cases that the rectum and anus repre- 
sented 1.5% of primary sites, Tucker & 
Hellwig,® in routine pathological exami- 
nation of all tissues in ano-rectal opera- 
tions, over a course of 6 years, found 2 
melanomata in the anal canal. The 
thought was expressed that of the total, 
malignant cases originated from long 
standing benign anal lesions, which was 
more emphatically expressed by Rosser® 
in his work at Baylor University Hos- 
pital. 

Opinions are varied as to the histo- 
genesis. Una believes that the melanoma 
arises from melanoblasts in the basal 
layer of the epidermis, thus considering 
all malanomas as carcinomata. Masson 
attempted to prove that the original 
melanotic cell is of mesoblastic or neu- 
roectodermal origin. There is a theory 
that they originate from the chromato- 
phore, specific mesoblastic cell (Rib- 





* Chief of Proctology, St. Agnes Hospital 
and Community Hospital, Philadelphia, Pa. 

** Associate in Proctology, St. Agnes Hos- 
pital and Kensington Hospital, Philadelphia, Pa. 
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bert). In 1925 Masson was able to dem- 
onstrate, by means of special staining 
methods, that between cells of a nevus 
there is an abundance of fine, non- 
myelinized nerve fibrils. In the dermis, 
the myelinated nerve fibers terminate in 
Meissner’s corpuscles, from which un- 
myelinized fibrils pass into the epi- 
dermis and end in the tactile corpuscles 
of Merckel-Ranvier. Both of these cor- 
puscles are formed of specialized cells. 
Associated with them are chromato- 
phores. According to his studies, a mela- 
noma is only a proliferation of the 
entire end organ, which in the dermis is 
represented by Meissner’s corpuscle, 
plus chromatophores, and in the epider- 
mis by the corpuscles of Merckel-Ran- 
together with chromatophores. 
Further studies substantiated these find- 
ings in regard to the benign nevus, but 
couldn’t trace the nervous origin. 

It is now believed that the melano- 
blast is the type cell of malignant mela- 
noma. It is a dendritic cell which in 
amphibians and birds arises in the 
(Vol. 8, No. 1) FEBRUARY, 1957 
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embryonic neural crest, and it is as- 
sumed that in vertebrates they have the 
same origin. 

The cell is polygonal in shape with 
long, slender processes which are fre- 
quently branched. The nucleus is vesicu- 
lar and several nucleoli may be present 
especially in the more malignant types 
of tumor. Protoplasmic fibrils are found 
running throughout the cytoplasm in 
the malignant cell, but localized in the 
cell process of the benign type. A con- 
siderable amount of melanin is present 
in some of the cells but its presence 
doesn’t appear to affect their malignant 
properties. 

There are two main types of melano- 
blast. There is a small type with very, 
slender, branching processes which are 
fairly uniform, and the melanin is local- 
ized in the periphery of the cell body 
and processes. The large type contains 
more melanin, and the processes are 
numerous and much thicker with ir- 
regular swellings giving them a varicose 
appearance, Mitotic figures are observed 
frequently, and before cell division 
occurs the processes are withdrawn, the 
cell becomes globular in shape, and the 
granules accumulate in the periphery 
leaving clear cytoplasm around the 
nucleus. 

Rosser® believes that melanoma and 
carcinoid are derived from embryologic 
neural cells, and because of character- 
istics of color and behavior are some- 
what related embryologically. 

The pigment melanin is a complex, 
iron-free chemical derived from tyro- 
sine. It occurs normally in the choroid 
of the eye, in the skin, and hair, and is 
difficult to isolate. In melanosis coli, a 
diffuse patchy pigmentation of mu- 
cosa of sigmoid colon and rectum, there 
is no relationship to malignant mela- 
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noma. This is due to deposit of melanin 
as a result of frequent ingestion of an- 
thracene drugs, especially cascara. 
Melanomata are pigmented because 
melanoblastic cells commonly possess 
the property of withdrawing tyrosine 
from the blood stream and elaborating a 
complex chemical, chromagen, which is 
converted the visible pigment 
through the activity of the enzymes in 
the cytoplasm of the melanoma cell. 
Bacon’ indicated that some tumors are 
non-pigmented, or partly so, but the 
metastatic lesions are always darkly 


into 


pigmented. 

Symptoms of anorectal melanoma are 
predominantly those of “rectal” pain, 
bleeding, defecatory difficulty, and pos- 
sibly anal mass, as we will note in the 
case for presentation. A common symp- 
tom is a protruding mass at the anal 
orifice, dark brown, or black, and super- 
ficial ulceration may be present. This 
mass must be distinguished from a pro- 
lapsed, thrombosed, internal hemorr- 
hoid. Irregular bowel action with fre- 
quency of defecation and tenesmus may 
be noted; bleeding and discharge from 
the anus are frequent, When this tumor 
is situated in the anal canal, a nodular 
pedunculated mass can be felt, and a 
blackish discharge seen on the examin- 
ing finger. 

The regional lymph nodes in the ilio- 
inguinal region may be enlarged and 
tender. In advanced cases a large mass 
is present, and ulceration with suppura- 
tion may supervene. There may be 
clinical evidence of further spread of 
the disease in the abdomen, and other 
parts of the body. 

When doubt exists concerning the 
nature of a swelling at the anus, a 
biopsy should be performed and histo- 
logic examination of the tissues made. 





Yaker® reported a case of prolapsed 
polyp, of 3 months duration, which was 
excised. Pathologic examination re- 
vealed malignant melanoma. Metastatic 
symptoms developed in 2 months. Two 
months later, pleural effusion, sternal 
metastasis, and lymphnode spread were 
noted. The patient expired six months 
after initial surgery. 

The recognition of proctologic mela- 
noma depends upon the site of occur- 
rence. In any case, complete physical 
examination including sigmoidoscopy 
and X-ray are important for complete 
diagnosis. The tumor often presents 
itself as a prolapsing lesion resembling 
a thrombotic internal or external hem- 
orrhoid, M. & A. Behrend* reported a 
case of an obstructing lesion at the 
rectosigmoid, beyond the  sigmoido- 
scope, shown by X-ray. Their patient 
presented symptoms for 2 months, of 
increasing constipation, bleeding, ano- 
rexia and weight loss. Their conclusion 
was that the melanoma arose from end 
organs of Meissner’s plexus in the colon. 

Smith & Brodus‘ reported 2 cases of 
melano - epithelioma and hemangioma- 
epithelioma. The symptoms and signs 
were apparently similar, yet one of each 
was diagnosed on pathological examina- 
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tion, and one of each on clinical exami- 
nations. In the properatively diagnosed 
case they reported that “the gross ap- 
pearance of the original tumor was not 
unlike that of a comparatively innocent, 
but painful external thrombotic hemor- 
rhoid. The fact that the intensity of the 
symptoms increased for 3 weeks instead 
of subsiding, as is characteristic of the 
pain incases of external thromotic hem- 
orrhoids, was sufficient to warn the ex- 
aminer that the condition deserved 
added consideration, and the spotty pig- 
mentation in the skin suggested the pos- 
sible underlying pathological condi- 
tion.” Hemangio - endotheliomata are 
relatively more rare than melano-epi- 
thelioma, are less rapid in rate of 
growth, and metastasis is less frequent. 


Case Presentation 


Patient—Mrs, F. S., age 70, white. 
Past history was essentially negative, 
not contributory. Family history, father 
and mother dead; cause unknown, ap- 
proximately at age 70. Children; 1 son 
living and well, 1 son has heart disease; 
husband, living and well. 





Present History—Onset of anal pain, 
and burning, with or without bowel 
movements, for about 6 years, gradually 
becoming worse. For last 2-3 months, a 
prolapse occurred, which could be re- 
placed with the finger. Pain became 
more prominent with bowel movements. 
There was frequent bleeding with bowel 
movements, occasionally large amounts 
of bright red blood. Laxatives were 
occasionally used, no diarrhea noted, no 
pruritis. Patient claimed to be usually in 
good health. 

Examination revealed T. 98°, P. 90, 
R. 20, B.P. 140/78. Positive findings re- 
vealed an elderly, well nourished female, 
abdomen obese, spleen and liver not 
palpable. 
vealed a prolapsing, darkly discolored, 
ulcerated tumor mass with strong clin- 
ical appearance of an external throm- 
botic hemorrhoid. 

Laboratory findings revealed Urine, 
normal; CBC. Hbg. 81%, RBC. 4,130,- 
000, WBC, 5,700 Polys 61%, Lymphs 
38%, Monos 1%; Bleeding time 2 min., 
Coagulation time 4 min. 

Operation was done on Jan. 16, 1953, 
day after admission, lasted 14 hour. Sig- 


Ano-rectal examination re- 
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noidoscopy just prior to operation, re- 
vealed, within the lower rectum, a large, 
pedunculated, ulcerated, grayish-discol- 
ored, necrotic cauliflower type of polyp 
arising from the posterior rectal wall, 
about 2 inches from the analy verge. 


There are numerous other small sessile 
polyps to the 10 inch level. There were 
no constrictive lesions of the rectum or 
recto-sigmoid. No evidence of melanosis 
coli. 

The operation was done under saddle 
block anesthesia, in the lithotomy posi- 
tion. The polyp was excised at its base, 
and the base well fulgerated. Suture- 
ligatures of chromic catgut were used to 
control bleeding, which was rather 
marked. The patient was returned from 
the operating room in good post-opera- 
tive condition. 

Pathalogical report of specimen on 
1/16/53 “reveals an interesting tumor 
which is submucosal and has invaded 
and replaced the squamous epithelial 
layer. The tumor forms whorls of cells 
which are both ovoid and spindle in 
shape. Mitoses are noted. There is also 
much melanin deposition throughout the 
tumor which is adequate explanation 
for the color of the tumor as seen gross- 
ly. Interestingly enough, there are 
changes present in the remaining squa- 








mous epithelium which strongly sug- 
gests malignant transformation. This 
evidence is certainly suggestive that 
melanomata arise from the melanoblasts 
occurring in squamous epithelium. Path- 
ologic diagnosis — malignant melanoma 
of rectum.” 

The post operative hospital course 
was uneventful. There was an early fe- 
brile reaction to 102°F, and normal 
temperatures persisted after 3rd_post- 
operative day. Patient voided on the day 
after operation and had bowel move- 
ment on 3rd post-operative day. 

Patient was discharged from the hos- 
pital 1 week after operation. 

Subsequent course — The patient has 
been followed by office visits, at periodic 
intervals, In June, 1953, 2 small nodules 
appeared, adjacent to the original site, 
and they were removed with biopsy for- 
ceps. They presented melanotic discol- 
oration, and microscopic examination 
confirmed presence of melanoma. The 
mucosa appeared normal, There were no 
clinical evidence of metastasis. 

6/25/53—Specimen taken 114 inches 
from anus on the right anterior wall. 

“Microscopic examination reveals a 
section of rectal mucosa characterized 
by the presence of a malignant neoplasm 
which is identical with specimen in 
previous report, Pathologic diagnosis— 
melanoma, malignant, rectum. 

11/12/53—Specimen taken from the 
anal canal. 

“Microscopic examination reveals sev- 
eral sections of rectal mucosa character- 
ized by chronic granulation tissue and 
large dilated vascular channels. I am 
unable to visualize any tumor in the 
sections examined. Pathologic diagnosis 
— rectal mucosa — chronic granulation 
tissue. 

In December, 1953, the patient pre- 
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Designed for complete versatility 
...examination, biopsy, treatment 

rel PROCTO-SIGMOIDOSCOPE* 
The Turell Procto-sigmoidoscope fea- _ tube is incorporated in the shaft of the 
tures a powerful lighting system; assur- tube through which fluid may be intro- 
ing brilliant proximal illumination. A duced or removed, smoke incident to 
light carrier is available for those who coagulation withdrawn, or culture me- 


prefer distal illumination. A suction dia introduced and withdrawn for bac- 
teriologic study. 





¥4 Sigmoidoscope with Proximal and Distal Illumination”, 
Surgery, Vol. 25, No. 4, April 1949. 


Precision-engineered 
by A.C.M.1. crafts- 
men and backed by 
the A.C.M.1. guar- 
antee of sound de- 
sign and flawless 
workmanship 






























Basic Set, for 
General Practitioner, 
Internist, or 
General Surgeon: : 
Anoscope tube (3” x 7%”) 
See the with obturator 
Turell Procto- Sigmoidoscope tube (10” x 74”) with obturator and i 
sigmoidoscope - fitted with small suction tube connected to Luer type stopcock 
at your dealer's Insufflation lens cap Insuffation bulb 
or write for full ‘ : 
Detachable handle with swivel-mounted lamp and two extra bulbs 


information 


for proximal illumination Conducting cord 


Current controller for 115 volt, 50-60 cycle Alternating current 





ESTABLISHED IN 1900 : BY REINHOLD WAPPLER 


FREDERICK J. WALLACE, President 


American (ystoscape Makers, Inc. 


NEW YORK 59, N. Y. 





1241 LAFAYETTE AVENUE 








sented symptoms of tenesmus, diarrhea, 
and some obstructive signs, Digital and 
anoscopic examinations revealed mul- 
tiple nodules in the lower rectum, fixed 
to adjacent tissue. A colostomy was per- 
formed at descending colon, and the 
patient obtained marked relief of symp- 
toms. 





A good post operative recovery fol- 
lowed. No evidence of abdominal spread 
was noted at this time. 

In March, 1954, the patient was re- 
admitted with severe rectal bleeding re- 
quiring packing of the rectum. The 
patient expired in April 1954, after mul- 
tiple hemorrhages, rectally, 
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66 or the physician it is unquestionably an important 
point to have a fine appearance and to be well nour- 
ished, because the public believes that those who do not 
know how to take care of their own bodies are not in a 
position to think about the care of others. He should know 
how to be silent at the proper moment and should con- 
duct a regular life, because this contributes much to his 
good reputation. His behavior should be that of an honest 
man and as such he should appear gentle and tolerant before 
honest men. He should not act impulsively nor.precipitately ; 
he should maintain a calm and serene visage and should 
never be in bad humor, but on the other hand should not 


appear too gay.” 


—HIpPpocraTEs 
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for preoperative preparation of the bowel... 





a wider range of activity against enteric pathogens 


Neomycin- Mycostatin 


(Squibb Neomycin-Nystatin) 


tablets | 
Sisnties against effective against 
many intestinal yeasts and fungi 
bacteria (particularly Candida albicans) 


Neomycin-Mycostatin Tablets not only provide protection against the bacteria responsible 
for many intestinal disorders, but also control the overgrowth of fungi, particularly Candida 
albicans (monilia), which sometimes results from the administration of neomycin alone. 


Neomycin-Mycostatin Tablets, each containing 0.5 Gm. neomycin sulfate (equivalent to 0.85 Gm. 
neomycin base) and 125,000 units Mycostatin (Squibb Nystatin), are supplied in bottles of 20 and 100. 


; Squibb Quality—the Priceless Ingredient 


"MYCOSTATIN'® 1S A SQUIBB TRADEMARK 

















BOOK REVIEWS FOR PROCTOLOGISTS 


TECHNIQUES AND PROCEDURES OF ANES- Although the technics of anesthesia cannot 
THESIA by John Adriani, M.D., Director, be learned from books, the procedures de- 
Department of Anesthesiology, Charity Hos-  seribed in this text will provide a valuable 


pital Professor of Surgery, School of Medi- 
cine, Tulane University of Louisiana and 
Clinical Professor of Surgery and Pharma- F Moai ; ; 
cology School of Medicine, Louisiana State undamental principles are well covered. 
University, New Orleans, Louisiana. Charles The new refinements and developments in 
C. Thomas, Springfield, Illinois, Second Edi- anesthesia that have been made available since 
tion. 1956. 568 pages. 194 Figures. the first edition of the text will be found in 
the present book. 

Both the beginner and the expert will find 
safe, easy to follow descriptions and step by 
step methods. The drawings and photographs 
supplement the written details. 

The outline form of presentation is partic- 
ularly suitable for teaching purposes. Inci- 


springboard for the anesthesiologist in train- 
ing, and for the practicing physician. 


This book is now in its second edition, and 
offers a true revision of the first. There is 
much new material, (nine chapters) and 63 
new illustrations. 

Excellent material on pediatric and geria- 
tric anesthesia, hypothermia during anes- 
thesia, hypotensive anesthesia, and other new dentally, the proctologist will find an excel- 
material, will be of interest to the anes-  jent section on caudal anesthesia 
thesiologist and the general surgeon. —Continued on page 66 


PAINLESS Rectal Surgery! 


The goal of the proctologist achieved: 














@ RECTOCAINE offers freedom from pain both before and after 


surgery! ) 


@ RECTOCAINE permits immediate ambulation! (Ambulatory 
Proctology—Cantor) 


@ RECTOCAINE may be used in hospital or office to treat or pre- 


vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


“ E C TO C Al A FE 256100 Bee 


The Oil Soluble Anesthetic of Choice. 
Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


C F. KIRK Co., 521 W. 23rd St., N. Y. 11, N. Y- 
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more effective than one 
or two pints of tap water 
or salt solution 





FLEETS‘ ENENMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet )...gentle, prompt, thorough 
...and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET Co., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 








IN CONSTIPATION 
OF ALL TYPES 


HYDROCIL...“‘usually leads 
to satisfactory bowel habits.’”! 


For Simple Constipation 


Hydrocil Regular 
Hydrophilic bulk-laxative contain- 
ing psyllium mucilloid and karaya 
gum dispersed in dextrose. 








For the Hypotonic Bowel 


Hydrocil Fortified 


contains acetphenolisatin, the lax- 
ative factor in prunes for added 
bowel stimulation in stubborn con- 
stipation not responding to routine 
therapy. 





FORTIFIED 
CAPSULES 


Hydroci 


contains psyllium mucilloid, meth- 
ylcellulose and acetphenolisatin. 


ADULT DOSE—2 to 4 capsules daily 


SUPPLIED: Hydrocil Fortified Cap- 
sules—bottles of 30 and 100 
Hydrocil Fortified Powder—4 oz. 
and Hydrocil Regular Powder— 
1-lb. slip-labeled canisters. 


1. Conners, R.J.: Surgery in Proctologic Cases, 
Rev. Gastroenterol. 20:753 (Oct.) 1953. 


Pharmaceutical Co. 
Minneapolis, Minnesota 
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HYPNOSIS AND ITS THERAPEUTIC APPLICA- 
TIONS edited by Roy M. Dorcus, Ph.D. 
Professor of Psychology, Professor of Psy- 
chology (Medicine), and Dean, Division of 
Life Sciences, University of California at 
Los Angeles; Consultant, Veterans’ Admin- 
istration Hospitals, Long Beach and Saw- 
telle, California. The Blakiston Division, Mc- 
graw-Hill Book Company, Inc., New York 
Toronto, London, 1956. 327 pages. Price. 
$7.50. 

This textbook represents the material pre- 
pared by the participants in a hypnosis course 
at the Division of Postgraduate Medical Edu- 
cation of the University of California at Los 
Angeles. The range of subjects considered is 
excellent, and includes the article, Experi- 
mental and Therapeutic Aspects of Hypnosis. 
The major emphasis seems to be placed on 
the theory of role-playing. 

Hypnosis is offered as another tool in Diag- 
nosis and Therapy. It is not offered as a uni- 
versal panacea. 

The contributors are all authorities in their 
particular field, the writing is good, the edit- 
ing excellent, and the text of value to all 
physicians. 

The physician, including the proctologist. 
should learn something about hypnosis. After 
all, suggestion in one form or another plays 
an important part in every physician’s prac- 
tice. 


PHYSICAL DIAGNOSIS by Ralph H. Major 
M.D., Professor of Medicine and of the 
History of Medicine, The University of 
Kansas; and Mahlon H. Delp, M.D., Profes- 
sor of Medicine, The University of Kansas. 
W. B. Saunders Company, Philadelphia & 
London, 1956, Fifth Edition, 358 pages, 536 
Illustrations. 

The Fifth Edition of this very fine Physical 
Diagnosis text shows some additions and re- 
writing. There are also many new illustrations. 

The text continues to be basically a sum- 
mary of experience in teaching physical 
diagnosis to medical students. As such, it 
is an excellent primer for the student and 
the general practitioner. 

The proctologist will find a brief outline 
for examination of the rectum. An amusing 
comment is offered, “that a consultant is a 
doctor who makes a rectal examination”. It is 
surprising, however, that no mention is made 


—Continued on page 68 
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POTENT AGENT MIGHT DO 


Criteria of the ideal Evaluation of DYCLONE 
topical anesthetic' by these criteria 


RAPID EFFECT Dyclone is a rapid acting local anes- 
thetic.1>4 


HIGH POTENCY Dyclone has a high degree of potency.!~3 


Large areas can be treated without 
SAFETY danger; safe even if complete absorption 
is assumed.! 


. In more than 5,000 reported cases sensi- 

LOW SENSITIZING tization to Dyclone was less than 0.1%. 

POTENTIAL No instance of cross sensitization with 
other topical anesthetics was found.® 


NO IRRITATION Dyclone is “... effective without fre- 


quent irritation.’’? 





references: 1. Shelmire,-B.; Gastineau, F. M., 


and Shields, T. L.: Arch. Dermat. 71: 728, 1955. 
2. Hungerford, L. N.: Bull. Mason Clin. 9: 105, 
1955. 3. Arora, R. B., et al« E.E.N.T. Monthly 
34: 593, 1955. 4. Morginson, W. J., et al.: Post- 
grad. Med. 19: 605, 1956. 5. Data from Pitman- 


Moore Research Files. 


Dycl 0 nN e Tad colon ge) Relen 4 


the NEW topical anesthetic with unique antibacterial properties 


oumuiiie Dyclone Creme, 1 oz. tubes with rectal applicator. 
Pply: Dyclone Solution, in 1 and 8 oz. bottles. 


Write for literature and samples 


Pitman-Moore Company division of Allied Laboratories, Inc. » Indianapolis 6, Indiana 
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Comfort Ce 
surface with 





Se ae 


as a moist, soothing dressing, 


TUCKS are always ready, always 
comforting. TUCKS’ emollient med- 
ication stays in continuous contact 
with the wound without danger of 
overtreatment. 


TUCKS are especially indicated in— 

@ hemorrhoids and other anorectal 
lesions 

e colost 


me 


ry and il Ly 





@ following episiotomy; anorectal 
operations 


@ routine wound cleansing and dressing 
supplied: In economical jars of 40 and 


100—each with plastic envelope to 
hold a day’s supply. 


For a generous four-jar sample, write— 


1 eF rersecrres COMPANY 


Minneapolis 4, Minn, 
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of sigmoidoscopy. Perhaps this is not the 
proper province of a textbook on_ physical 
diagnosis, but it is certainly essential for 
proper physical examination and diagnosis. 

The illustrations are excellent and are very 
liberal in number. The text is recommended 
highly for all general practitioners and 
medical students. 


THE RECOVERY ROOM—Immediate Postoper- 
ative Management by Max S. Sadove, M.D.., 
| Professor of Surgery (Anesth.) and Head, 
| Division of Anesthesiology, University of 
Illinois College of Medicine and the Re- 
search and Educational Hospitals; James H. 
Cross, M.D., Clinical Assistant Professor in 
Surgery, University of Illinois College of 
Medicine, with contributions by 24 authori- 
ties. W. B. Saunders Company, Philadelphia 

& London, 1956. 597 pages. Illustrations, 

The list of contributors to this text reads 
like the Who’s Who of Medicine and Surgery 
in Illinois. This, combined with the excel- 
lent editing abilities of Sadove and Cross, 
guarantee a highly authoritative and readable 
text. 

The immediate post-operative period is ex- 
ceedingly important. In this text the authors 
have brought together all the important ma- 
terial on the medical and surgical care of the 
patient during that time. The environment 
of the recovery room, its function and equip- 
ment, are al! thoroughly detailed. 

Too little is known about the function and 
maintainence of a recovery room in many 
hospitals in this country. The text supplies the 
answers. 

Inasmuch as it is generally understood 
that the period of recovery from the 
anesthetic is a particularly dangerous time, 
with complications such as hemorrhage and 
acute respiratory obstruction to be considered 
and guarded against, the importance of the 
recovery room is obvious. However, it is not 
generally recognized that atelectasis may de- 
velop any time during the first 30 to 34 
hours after surgery. Thus, patients who have 
had very extensive operations will require 
particular care during that entire period of 
time, and such patients should be kept in 
the recovery room for at least 24 hours after 
surgery. 

This leads to rapid specialization of the 

—Concluded on page 70 
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: WOCHER-MADE INSTRUMENTS 





THE 
“BIG INCH" 








A large speculum with p'enty of room for instrumentation. A novel fea- 
ture is the absence of a handle. Instead the flange is made wide enough 
to be held conveniently at any point. 


The speculum measures |'/," in diameter and is 4!/2" long. The slot is 
11/16" wide by 3/2" long. The end of the speculum slopes to reflect 
illumination to the operative. area. The flange is I-5/16" wide. The en- 
tire speculum is chrome plated. $20.00 





LOGAN'S 
SPRING RETRACTORS 


Specially designed for proctology. 
Self-retaining spring retractors lie 
‘lat, hence remain out of the 
cperator's way. Set of 2—$3.75 





NEEDLE EXTENSIONS—ALL TYPES 
ce cen ee ae) 


$1.25. Add .25 if Luer-lok hubs 








are desired. 
SCREW syringe to SCREW needle SCREW syringe to LUER needle 
LUER syringe to SCREW needle LUER syringe to LUER needle 
, Well's needles, screw, straight or curved, ea. .40; doz. $4.00 








LUSTIG'S IRRIGATOR. Length 7". Chrome. Price $3.75 





% 


SPECIALISTS IN RECTAL INSTRUMENTS 
609 COLLEGE ST. CINCINNATI 2, O. 
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recovery room nurses. The value of such 
specialization has so impressed the authors 
that they feel that the recovery room might 
become a treatment center for any acutely 
ill patient requiring more than average care. 

This is the first volume of its kind, and it 
should prove to be of value to every hospital 
administrator, the general surgeon, the spe- 
cialty surgeon and the anesthesiologist. 

The various specialties are well covered, and 
the proctologist will be particularly pleased <0 
find a chapter on Surgery for Anorectal 
Disease by Portes. 


HEALTH AND TRAVEL, Proceedings of the First 
International Symposium on Health and 
Travel, held in New York City, June 23, 
1955. Chairman: Felix Marti-lbanez. 70 
pages. M. D. Publications, Inc., New York, 
N-Y.,. 1956. 


This interesting symposium discusses the 
medical factors in modern travel. Motion sick- 
ness, stress, infection, nutrition, flight prob- 
lems, etc., are all carefully presented. 

This is an interesting paper-covered volume 


that should be of value to all physicians who 
must advise patients on the various aspects of 
travel. 


DISTURBANCES OF FLUID BALANCE by John 
H. Bland, M.D. Associate Professor of Medi- 
cine, University of Vermont College of 
Medicine—published by W. B, Saunders 
Company—second edition—522 pages, 


The second edition is a complete re-writing 
of the first. As the author points out, “sound 
understanding of only a few fundamental 
basic principles will result in effective clin- 
ical management.” This book présents the 
basic principles, as well as the underlying 
research. 

The three new chapters on the pathophysi- 
ology of water and electrolyte metabolism in 
diseases of the liver, pulmonary diseases and 
in head injury are excellent. The material 
on potassium depletion in gastro-intestinal dis- 
ease is also particularly useful. 

The general format of the book, and the 
unusual illustrations, add considerably to the 
value of the text. As in the first edition, 


the writing is well organized, clear, and very 
readable. 





to use. 


16 oz. bottles. 


A gentle laxative modifier of milk. Just 1 or 2 tablespoon- 
fuls in day’s formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 
sium ions contribute to gentle laxation. Safe and easy 






GOOD FOR GRANDMA, 700! 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 
are soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. 
* Specially processed malt ex- 

tract neutralized with potas- 

sium carbonate. In 8 oz. and 


Somples and literature on request 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave., Chicago 12, Ill. 
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FCONC LUGS IONGS : 
. after 2 years of extensive 
clinical @ee of... 


RECTAL 


@ Specially formulated for pro- 
longed, unusual efficacy in reliev- 
ing pain, itching, irritation and 
inflammation in non-surgical 
HEMORRHOIDS, PRURITUS ANI, 
FISSURES, PERIANAL DERMATITIS, 
PAPILLITIS, etc. Non-sensitizing. 


Formula: RECTAL DESITIN OINTMENT 
contains high grade Norwegian cod 
liver oil, zinc oxide, lanolin, talcum, 
sodium lauryl sulfate, petrolatum q.s. 
Does not contain local anesthetics, 
narcotics, or “caine” drugs which 
might mask serious anorectal dis- 
orders. 


Available on 
your prescription 
in tubes of 11/2 0z., 
with a safe, flexible 
applicator 


Liberal SAMPLE supply on request 


DESITIN 


OINTMENT 


“it has tultilled better 


than any previously 
tried medicaments 

all the qualifications 
expected of a 
proctologic ointment” 


“promotes 

smooth epithelization 
and healthy 
granulation tissue and 
accelerates healing.”? 


DESITIN CHEMICAL COMPANY, PRovIDENCE 4, R. I. 
New RECTAL DESITIN OINTMENT is not to be confused with regular DESITIN OINTMENT 


1. Spiesman, M. G. and Malow, L.: Amer. J. Proctology, June 1956. 











Newer Medicinals 


Alba-Penicillin, The Upjohn Co., Kalamazoo 
99, Michigan. A capsules containing 250 mg. 
novobiocin sodium and 25,000 units potas- 
sium penicillin G. Indicated in mixed bac- 
terial infections. Dose: As directed by physi- 
cian. Sup: Bottles of 16. 


Colace Syrup, Mead Johnson & Co., Evans- 
ville, Indiana. Orange-mint-flavored syrup 
supplies 20 milligrams dioctyl sodium sulfo- 
succinate per teaspoonful. A non-laxative 
stool-softener designed to appeal to child- 
ren. Dose: As directed by physician, Sup: 
Bottles of 8 ounces. 


Desitin Cosmetic and Nursery Soap, Desitin 
Chemical Co., Providence, Rhode Island. 
An unusually mild soap containing hexa- 
chlorophene. Ideal for baby's tender skin 
as well as for various dermatological condi- 
tions. Use as needed. Sup: 3 oz. cake. 


Doxinate W/Danthron, Lloyd Brothers, Inc., 
Cincinnati 3, Ohio. A capsule containing 
60 mg. dioctyl sodium sulfosuccinate and 
50 mg. danthron. Indicated in chronic func- 
tional constipation. Dose: As directed by 
physician. Sup: Bottles of 30 and 100, 


Gantrimycin ‘Roche’, Hoffmann-La Roche Inc., 
Nutley, New Jersey. Tablets, each containing 
Gantrisin 333 mg. and oleandimycin 75 mg. 
A double-spectrum antibacterial indicated 
for use in a wide variety of bacterial infec- 
tions, particularly respiratory, localized pyo- 
genic, systemic and urinary tract infections 
caused by gram-positive and gram-negative 
microorgarisms. Dose: As directed by physi- 
cian, Sup: Bottles of 50. 


Intromycin Powder, Pitman-Moore Co., Divi- 
sion of Allied Laboratories, Inc., Indiana- 
polis 6, Indiana. Each Gm. contains strepto- 
mycin base (as sulfate 15 mg., neomycin 
sulfate (5.25 mg. neomycin base) 7.5 mg., 
and carob powder 950 mg, Indicated as an 
antidiarrheal. Dose: Adult—two leve! tea- 
spoons 2.3 h. Sup: Jars of 2!/2 oz. 


Magnacort Ointment, Pfizer Laboratories, Div. 


of Chas. Pfizer & Co., Inc., Brooklyn 6, New 
York. A topical ointment containing 0.5% 
hydrocortisone diethylaminoacetate hydro- 
chloride. Used for control of skin inflamma- 
tions and all types of dermatoses. Dose: Ad- 
ministered locally as instructed, by. physician. 
Sup: "/2 oz. and 1/6 oz. tubes. 


Neo-Magnacort, Pfizer Laboratories, Div. of 


Chas, Pfizer & Co., Inc., Brooklyn 6, New 
York. A topical ointment containing 0.5% 
hydrocortisone diethylaminoacetate hydro- 
chloride combined with neomycin, Used for 
control of skin inflammations. Dose: Admin- 
istered locally as directed by physician. Sup: 
Wy to 1/6 oz. tubes. 


Neolax, The Central Pharmacal Company, Sey- 


mour, Indiana. Pink, coated tablets contain- 
ing dehydrocholic acid, 0.24 gm. and dioctyl 
sodium sulfosuccinate 50 mg. Indicated in 
the treatment of chronic constipation, par- 
ticularly when associated with biliary insuffi- 
ciency, and for fecal impaction associated 
wtih megacolon, anal fissures, and the post- 
operative state following rectal surgery. 
Dose: As a fecal softener—One tablet after 
evening meal or at bedtime; more resistant 
cases, two, or three tablets daily. As a 
hydrocholeretic — One tablet t.i.d, after 
meals. Sup: Bottles of 30, 100 and 500. 


Tetrex Capsules, Bristo! Laboratories, Inc., 


New York 20, New York. Tetracylcine phos- 
phate complex, each capsule equivalent to 
250 mg. of tetracycline HCI. Clinical indi- 
cations for Tetrex therapy include many 
infections due to tetracycline-sensitive cr- 
Sanisms; e.g., respiratory tract infections, 
urinary tract infections, gastrointestinal in- 
fections, dermatologic infections, rickettsial 
and viral infections, prophylaxis in surgery 
and obstetrics. Dose: Adults: Average is | 
capaule four times daily. Severe or pro- 
longed infections require higher doses. 
Children: Average daily dosage is 25 mg. 
per kg. of body weight or approximately 12 
mg. per pound of body weight, Doses should 
be divided and given at 6-hour intervals. 
Therapy shou!d be continued as directed by 
physician. Sup: Bottles of 16 and 100. 
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the pleasant physiologic corrective for 


constipation 


the child the pregnant the aged 


TAUB) 


L. Acidophilus in chocolate-flavored 
mineral oil jelly 


NEO-CULTOL acts to restore and maintain 
normal peristalsis naturally, safely, pleas- 
antly. It implants in the intestines the normal 
aciduric flora necessary to healthy bowel 
movements. At the same time it lubricates, 
softens the colon contents to prevent dry, 
‘“‘constipated’’ feces. No phenolphthalein, no 
salts, no bulk, no roughage. 


tastes like chocolate pudding 


é 
q 


¥ 
samples on request 
arlington-funk laboratories 
division of U. S. VITAMIN CORPORATION 
250 East 43rd St ° New York 17, N. Y. 
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1957. I do hope that this is not due to 
ill health. 

It will be a great loss to the people 
of South Bend. However, I do hope 
that you will continue to lend your 
abilities to the International Academy 
of Proctology,—and perhaps increase 
the time that you will make available 
for organizational work. 

Educational efforts in 
should come from men of vast experi- 


Proctology 





ence like yourself. Your talents could 
be put to good use in the further de- 
velopment of the Academy and of the 
Journal. 

I will publish your letter as a news 
note in the Journal, under Letters to 
the Editor. This will bring it to the at- 
tention of thousands of physicians, one 
or more of whom may be prepared to 
accept your very generous offer. 

Meanwhile, my very best wishes. I 
will be looking forward to seeing you 
in New York for the Ninth Annual 
Teaching Seminar of the Academy, The 
Plaza, April 28 thru May 2nd. 

THE Epiror 
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LETTERS 
| TO 
THE EDITOR 


ce: 


Editorial on Criticism 


Dear Doctor: 

Some years ago you wrote an edi- 
torial on Criticism. I don’t recall where 
or when it was published, but I believe 
that it was very timely, and I would 
like to see it reprinted, if possible. 

If you do reprint it, please let me 
know where and when, and—if you can 
—please send me a copy. 

Many thanks. 

R. L., M.D. 


Minnesota 


Dear Doctor: 

Thank you for your kind comments. 
It is our pleasure to include the editoriai 
in this issue of the Journal. 

Most sincerely. 

THE EpitTor 


Colitis Questionnaire 


Dear Doctor: 

Enclosed please find answers and 
comments for your questionnaire on 
Ulcerative Colitis. 

I hope that the reader will find my 
comments constructive and helpful. 

William Z. Fradkin, M.D. 
Brooklyn, N. Y. 


Dr. Fradkin’s answers to the question- 
naire will be found on page 144 of this 
issue. 

EpITOR 
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Ulcerative 


Ulcerative Colitis, also known as idio- 
pathic ulcerative colitis and thrombo- 
ulcerative colitis, is an acute and chronic 
disease of the rectum and colon. It is 
characterized clinically by frequency of 
bloody purulent stool, crampy abdomi- 
nal pain, fever, and anemia. This dis- 
ease, although quite frequently observed 
in large clinics, is seen only occasion- 
ally in the private practice of proctolo- 
gists. 

Ulcerative colitis is chronic in nature 
and is notorious for its exacerbations 
and remissions. Many observers believe 
that the majority of patients never get 
rid of their disease entirely, except when 
ileostomy and colectomy have been per- 
formed. Respiratory and intestinal in- 
fections, emotional stress, overfatigue, 
and pregnancy, tend to produce recur- 
rences. Ulcerative colitis should be dif- 
ferentiated from _ so-called _ irritable 
colon, commonly called “colitis” or 
“mucous colitis.” which in the true sense 
is not a colitis at all. Irritable colon 
patients do not present a proctologic 
picture of bleeding ulcers or pus. The 
mucous membrane in these cases ap- 
pears intact. 

Etiology Despite extensive study in 
many institutions, and despite the preva- 
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lence of such theories as bacterial infec- 
tion, nutritional deficiency, allergy. 
metabolic disturbances, lymphatic ob- 
struction, increased lysozyme, psycho- 
genic and metabolic factors, the cause 
of ulcerative colitis remains unknown. 
It may begin at any age, but it is most 
common in both sexes between the ages 
of 18 and 40, females predominating 
slightly. The disease is not infective or 
transmissable. It rarely occurs in more 
than one member of a family and in- 
herited susceptibility is believed not to 
exist. 

The disease may occur at any time of 
the year, but is thought to present more 
exacerbations in the fall and winter. It 
may follow respiratory or enteric infec- 
tions or excessive emotional strain. 
However, many cases deny any associa- 
tion between these factors and ulcerative 
colitis. 

Pathology The mucous membrane 
becomes studded with pinhead-sized 
abscesses, which break down forming 
ulcers. The ulcers tend to become con- 
fluent, destroying extensive portions of 
the mucosa (fig. 1). In milder cases. 
the mucosa remains peppered with 
ulcers which bleed easily and form a 
bloody mucopurulent discharge. In the 
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Uleerative 


Ulcerative Colitis, also known as idio- 
pathic ulcerative colitis and thrombo- 
ulcerative colitis, is an acute and chronic 
disease of the rectum and colon. It is 
characterized clinically by frequency of 
bloody purulent stool, crampy abdomi- 
nal pain, fever, and anemia. This dis- 
ease, although quite frequently observed 
in large clinics, is seen only occasion- 
ally in the private practice of proctolo- 
gists. 

Ulcerative colitis is chronic in nature 
and is notorious for its exacerbations 
and remissions. Many observers believe 
that the majority of patients never get 
rid of their disease entirely, except when 
ileostomy and colectomy have been per- 
formed. Respiratory and intestinal in- 
fections, emotional stress, overfatigue, 
and pregnancy, tend to produce recur- 
rences. Ulcerative colitis should be dif- 
ferentiated from _ so-called _ irritable 
colon, commonly called “colitis” or 
“mucous colitis.” which in the true sense 
is not a colitis at all. Irritable colon 
patients do not present a proctologic 
picture of bleeding ulcers or pus. The 
mucous membrane in these cases ap- 
pears intact. 

Etiology Despite extensive study in 
many institutions, and despite the preva- 
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lence of such theories as bacterial infec- 
tion, nutritional deficiency, allergy. 
metabolic disturbances, lymphatic ob- 
struction, increased lysozyme, psycho- 
genic and metabolic factors, the cause 
of ulcerative colitis remains unknown. 
It may begin at any age, but it is most 
common in both sexes between the ages 
of 18 and 40, females predominating 
slightly. The disease is not infective or 
transmissable. It rarely occurs in more 
than one member of a family and in- 
herited susceptibility is believed not to 
exist. 

The disease may occur at any time of 
the year, but is thought to present more 
exacerbations in the fall and winter. It 
may follow respiratory or enteric infec- 
tions or excessive emotional strain. 
However, many cases deny any associa- 
tion between these factors and ulcerative 
colitis. 

Pathology The mucous membrane 
studded with pinhead-sized 
abscesses, which break down forming 
ulcers. The ulcers tend to become con- 
fluent, destroying extensive portions of 
the mucosa (fig. 1). In milder cases, 
the mucosa remains peppered with 
ulcers which bleed easily and form a 
bloody mucopurulent discharge. In the 


becomes 
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chronic intractable cases, tremendous 
thickening of the submucosa and the 
subserosa, hypertrophy of the muscle 
coat, and a general shortening of the 
whole length of the large bowel occur. 
The complete depth of the glands of 
Lieberkuhn Frequently. 
the mouths of these infected glands are 
temporarily sealed. but burst forth to 
form ulcers. Because this disease affects 
deep layers of the bowel, it becomes 


are infected. 


obvious that antiseptic enemas or irriga- 
tions are of little value. 
mucosa _ destruction 
polypoidosis results. 

Treatment The patients with chron- 
ic ulcerative colitis present a challenge. 


Where severe 


occurs, pseudo- 


first, because the physician is expected 
to treat a disease the cause of which is 
unknown, and second. because there is 


no assured treatment. However. there 





are many valuable treatments which do 
bring relief and remissions and afford 
the patient a fairly normal existence. 

The primary treatment for ulcerative 
colitis is medical. Surgery is used only 
for intractable cases, for complications, 
and for unresponsive fulminating cases. 
Treatment of ulcerative colitis should 
be divided into 

1. Symptomatic Treatment 

2. Supportive Treatment 

3. Specific Treatment 

4. Emergency Treatment 

1. SYMPTOMATIC treatment con- 
sists of abundant rest for the mild case, 
but the patient should be kept ambulant, 
performing his regular duties. In severe 
cases, hospital rest is indicated and 
necessary. There is usually a protein 
and vitamin deficit due to the poor in- 
take of food. increased inflammatory 


Figure |. 
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exudate trom the bowel, increased 
catabolism during fever, and impaired 
hepatic function. Therefore. a bland, 
nigh protein diet for several months is 
necessary to correct the protein deficit. 
Bismuth compounds, Colloidal Kaolin. 
pecten atropine-like drugs, barbiturates, 
and, occasionally for short periods, the 
opiates are useful adjuncts. 

2. SUPPORTIVE treatment consists 
of massive doses of vitamins, liver. 
blood transfusions, saline and glucose. 
parenteral alimentation. 

3. SPECIFIC treatment includes anti- 
biotics, sulfa drugs, and psychosomatic 
treatment. 

4, EMERGENCY treatment should be 
done for impending perforation and ob- 
struction and consists of an ileostomy 
with or without a total colectomy. 
depending upon the condition of the 
patient. 

Types of Cases There are three 
essential types of ulcerative colitis: 

1. The mild case. 

2. The intractable case. 

3. The acutely ill or fulminating case. 

1. Mild Cases do not appear very 
ill and are usually able to carry on 
their respective duties. The temperature 
is usually normal or slightly elevated. 
There are few, if any, other general 
symptoms. These patients have several 
bowel movements a day, but are not 
incapacitated. The ulcerative colitis is 
usually confined to the rectum and sig- 
moid. The disease may last up to 2 or 
3 months and then disappear. If it is 
a real ulcerative colitis it will probably 
recur at some future time: such in- 
stances constitute about 40% of the 
cases, 

DIET—The diet should be high in 
protein and carbohydrates and low in 
fats. Since their absorption rate is de- 
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should be en- 
couraged to eat at least as much as, or 
more than a normal person. All varie- 
ties of food should be included, except 
such gassy vegetables as garlic, onions 


creased, these patients 


and the cabbage family. As many as 
six feedings a day can be given to ac- 
complish this result. At first, the diet 
should exclude mechanical and chemi- 
cal irritants. such as uncooked fruits 
and vegetables. Condiments, milk, alco- 
holic beverages and excessively hot and 
cold drinks should also be avoided. 
Vegetables and fruits do not need to be 
pureed. Later when the diarrhea sub- 
sides, citrus pears, bananas. 
apples and green, leafy vegetables can 
be added to the high protein, high car- 
bohydrate and low fat diet. Vitamins. 
psychotherapy, anti-biotics, sulfa drugs. 
and cod liver oil suppositories (Desitin) 
as indicated and described under in- 
tractable type of ulcerative colitis in this 
chapter, should also be used. 

2. intractable Cases are the com- 
mon variety and constitute about 50% 


fruits. 


of the number seen. They are known 
for their chronic continuous activity 
with varying degrees of incapacity. 
These are the cases that go on for 
months or years and are stubbornly re- 
sistant to any and all treatment. The 
entire colon is usually involved plus 
frequency of bloody purulent stool. 
anemia, slight or great debility. slight 
increase in temperature and pulse rate 
end varying degrees of weight loss. 
Complications, such as arthritis, fistu- 
lae, erythema nodosum, and hepatic dis- 
turbances are found in this group. 
Despite clinical recurrences. roentgen 
findings do not appear to change. The 
amount of involvement noted at the first 
X-ray examination usually remains un- 


changed at future studies. In some 
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cases, repeated roentgen examinations 
over a period of years show no changes 
from normal. 

DIET—The diet should consist of 
bland food appealing to the patient and 
should be essentially high protein, high 
vitamin, high carbohydrate. -and low 
fat. Milk seems to be troublesome and 
should be omitted. The cabbage and 
bean families as well as onion and garlic 
are best omitted. These patients should 
be encouraged to eat more than the 
average person, because their absorp- 
tion quotient is diminished. Alcohol in 
any form is detrimental. 

VITAMINS—Rapid elimination and 
reduced absorption of food also means 
a diminished vitamin and mineral salt 
intake. Therefore, vitamins and min- 
eral salts in large quantities is good 
supportive treatment. Any good vitamin 
and mineral salt capsule in therapeutic 
doses can be prescribed. 

PSYCHOTHERAPY —Psychotherapy 
has a place in the treatment of ulcera- 
tive colitis to help stabilize the patient’s 
emotional life. Careful listening to the 
patient’s problem with a bit of good 
old-fashioned family doctor’s advice is 
a benefit. The attending physician 
should constantly provide encourage- 
ment, support and sympathy to the pa- 
tient. A patient should be repeatedly 
told that he is going to be well; he 
should never be told that he may be 
a permanent semi-invalid. 

Occasionally, patients with problems 
too time-consuming for the attending 
physician, or too complex to cope with, 
should be referred to a_ psychiatrist. 
However, treating this type of patient 
solely from a psychiatric approach with- 
out serious consideration to the medical 
management may lead to disaster. 


ANTIBIOTICS—The purpose of anti- 





biotics in ulcerative colitis is to keep 
superficial infection in the bowel mucosa 
inhibited, thus helping to maintain tis- 
sue resistance. Chloromycetin is our 
antibiotic of choice, given in doses of 
2 Caps. 3 times daily for 7 days on and 
7 days off. After the condition is under 
control, Chloromycetin should be given 
for a period of time for 7 days once a 
month. At no time have we noted any 
evident change in the blood-forming 
organs, nor have we seen any adverse 
side effects. 

SULFA DRUGS—Our choice of the 
sulfa drugs has been Sulfathaladine, 
given in doses of 3 tabs. 4 times daily. 
This drug is alternated with Chloromy- 
cetin one week on and one week off. 
There is a minimum of absorption with 
this sulfa drug and no side effects or 
change in the blood forming organs. 

Azopyrine has been used by us as well 
as others as another adjunct in the treat- 
ment of the chronic ulcerative colitis pa- 
tient. We feel that it is beneficial. The 
drug is deposited in the connective tissue 
of the intestine. It may cause temporary 
side effects such as nausea, vomiting. 
headaches, fever, dermatitis, generalized 
body aching: however, if the drug is 
discontinued, the symptoms quickly sub- 
side and the drug is then continued 
again. The dose is 2 tabs, 3 times per 
day for 2 weeks. This is followed by rest 
for 2 weeks and another course of the 
same drug once or twice depending upon 
the case, response, and progress. 

STEROID THERAPY—If patients 
with chronic ulcerative colitis do not 
improve or have not improved with 
sulfa, antibiotics, sedatives, antispas- 
modics, etc., they are hospitalized and 
given ACTH injections intramuscularly 
40 to 200 mg. daily or oral administra- 
tion of cortisone, 2 tabs. 2 to 4 times 
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daily. The therapeutic response and the 
stage of disease determines the dosage. 
It is safest and best to start with small 
doses such as 40 mg. ACTH or 100 mg. 
cortisone, increasing to the maximum 
dosage as indicated by the clinical re- 
sponse. Long term therapy is advisable 
and gives the best results. 

ACTH and cortisone treatment should 
be started in the hospital where the rare 
complication of perforation or psychosis 
can be met adequately and promptly. If 
the response is satisfactory and progress 
good, the patient may be sent home and 
maintained by Achtar gel injections 
once daily or oral cortisone until satis- 
factory and sustained clinical improve- 
ment is obtained. In many cases the re- 
sponse is dramatic. simulating a spon- 
taneous remission with a rapid disap- 
pearance of the acute symptoms, a re- 
cuction in temperature, improvement in 
appetite, marked alleviation of the 
bloody purulent diarrhea. and a feeling 
of well being. This improvement of the 
patient may last for an indefinite period 
even after the steroids have been discon- 
tinued. 

However, if a relapse occurs, reinsti- 
tution of treatment again produces a 
rapid response and an alleviation of 
symptoms. 

Possible complications such as hem- 
orrhage, psychotic symptoms, Cushing’s 
syndrome, sodium retention and edema, 
perforations from old peptic ulcers, and 
perforations of the intestine should be 
kept in mind. Local tenderness, with 
signs of peritoneal tenderness and 
marked distension on roentgenologic ex- 
amination suggest perforation and call 
for immediate surgery. However, in our 
experience, has 
heen satisfactory and dramatically help- 
ful. With careful observation, compli- 


hormonal treatment 
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cations have been minimal and of no 
serious import. 

Cortisone by the intramuscular route 
in some cases produces more rapid re- 
sponse in acutely ill patients. If this 
proves ineffective, intravenous adminis- 
tration of 20 mg. of ACTH every 12 
hours in 500 ce of dextrose in distilled 
water should be tried. Cortisone 100-125 
mg. can be given twice daily for 10 to 
21 days. Gradual reduction in dosage 
for 5 to 7 days before termination of 
either ACTH or cortisone is advisable. 

If water retention and edema occurs, 
sodium chloride restriction should be 
instituted. If not effective, potassium 
chloride 0.9 Gm. 3 times daily should 
be added. 

The lysozyme titer (normal 5) is in- 
creased in ulcerative colitis. Steroids 
have been found to reduce this titer. 
Antilysozyme compounds such as Aero- 
sol OT and hexadecyl sulfate do not 
produce noteworthy improvement. 

SUPPOSITORIES — Cod liver oil 
suppositories (Desitin) tend to allay 
rectal tenesmus and should be inserted 
several times daily. Occasionally, we re- 
sort to opium and belladonna supposi- 
tories, but only for a short period of 
time as they are habit forming. 

3. Fulminating Cases, fortunately, 
are the smallest group. They are usually 
the acute exacerbations of the intrac- 
table group of cases. The onset is usually 
sudden, accompanied by increased tem- 
perature, tachycardia, toxemia, abdomi- 
nal distension, prostration, dehydration 
and 20 to 30 sanguineous purulent stools 
a day. These patients frequently become 
toilet ridden. Complications, such as 
hemorrhage, perforations, peritonitis, 
abscesses, and fistulae, marked anemia, 
electrolyte imbalance, and liver damage 
are common. The prognosis in these 
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cases is usually grave, although occa- 
sionally some have a spontaneous unex- 
plainable arrest. These are the cases that 
require ileostomy as a life saving proce- 
dure, although conservative surgeons re- 
ject them as unsafe surgical risks. 

The onset of perirectal suppurative 
complications is marked by an intense 
flareup of fever, high temperature and 
chills, The rectal changes are not visible 
at first, nor does digital examination re- 
veal positive findings. About the fifth 
day, the patient will complain of some 
perianal pain and an edematous red 
spot will appear at the perianal region, 
making a correct diagnosis possible. 

Hospitalization of the acutely ill or 
fulminating case is absolutely necessary 
and should include mental and physical 
rest, restoration and maintenance of 
fluid, protein, blood and electrolyte bal- 
ance. During the acute fulminating at- 
tack, these patients lose large quantities 
of the above mentioned blood constitu- 
ents, and replacements should be made 
as quickly as laboratory tests determine 
the deficiencies. 

ELECTROLYTES—When deficiencies 
of potassium, chlorides, sodium, calcium 
or albumin have been determined by 
laboratory tests, infusions of glucose in 
either saline or distilled water with the 
addition of the above supplementary 
constituents should be administered un- 
til normal electrolyte levels have been 
established by further laboratory tests. 

DIET and NOURISHMENT— Oral 
feeding during these acute episodes is 
not handled well by the patient. Fluids 
up to 3000 cc. daily, including blood 
proteins, plasms, glucose and electro- 
lytes are given as indicated. This type of 
feeding is usually kept up for about two 
weeks or longer, if necessary. A good 
time to stop parenteral alimentation is 


when the stools have been reduced to 2 
to 4 movements a day, which is usually 
around the fourteenth day. When the 
acute symptoms subside, farina, boiled 
rice, clear broth, melba toast, butter, 
eggs, jello and custard are permitted. 
Later, a bland diet and finally a gradual 
relaxation of the dietary restrictions 
until the patient is permitted to select 
additional foods which are appealing. 
The total daily intake should be about 
3000 to 4000 calories. 

BLOOD TRANSFUSIONS—are indi- 
cated in most cases and prove beneficial. 
The amount to be given is determined 
by the indications. 

SEDATION AND ANTISPASMOD.- 
ICS — Acute fulminating cases do not 
handle oral medication well. Sedatives 
and antispasmodics are indicated and 
necessary, especially autonomic gan- 
glion blocking agents such as Proban- 
thine 10 mg. plus 25 mg. of Benadryl 
intravenously, three times daily. (Berco- 
vitz). The doses of the drugs are dou- 
bled at bedtime. This combination of 
drugs gives the patient a high degree of 
sedation and antispasmodic effect. This 
may be continued throughout the period 
of parenteral feeding. 

ANTIBIOTICS—Since these patients 
do not tolerate drugs orally, Chloromy- 
cetin 1 to 3 Gm. daily added to 1000 cc. 
of glucose or saline solution, is excellent 
treatment. The patient thus receives the 
fluids as well as the antibiotics. This not 
only may prevent surgery. but if sur- 
gery becomes a necessity as a life saving 
measure, the patient’s intestinal tract is 
prepared and ready for any procedure. 
When the patient is able to take food 
and medication orally, Chloromycetin 
should be continued in 1 to 2 Gm. dos- 
age for one week on and one week off. 
Later, as the patient improves, give 1 to 
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President's Page 


A year has passed, and I am about to terminate my office as President 
of the International Academy of Proctology. 


As a teacher of proctology, I have attempted during this past year to 
continue along the lines I most enjoy —imparting proctologic knowl- 
edge which I have found valuable in my years of experience. I hope 
that it was found profitable by our readers. 


It has been a great experience for me to act as your President, and 
it has enriched me with a better understanding of my Fellow Officers, 
Board of Trustees and Delegates. It has been a great source of joy to me 
to have been the President of one of the largest and most active specialty 
organizations in the world. It has given me unlimited pleasure knowing 
that our organization sponsors, edits and publishes the only Proctologic 
Journal in the world. 


Our Academy is dedicated to teach and disseminate new and old 
proctologic information not only to our members, but to any physician 
and surgeon in any field of medicine, who is a member of his or her 
medical society. This has been done in the form of proctologic seminars 
in various parts of this country; by our American Journal of Proctology; 
by sponsoring research; by sending teachers from our Speaker’s Bureau 
to groups in and out of our country, and by endowed grants to medical 
colleges. All proctologic seminars are given without an admission fee. 
Because the demand for practical clinical proctologic knowledge has 
been so great, we feel that our contribution has been worthy of the effort. 


With our seminars open and attended by men from all over the world, 
with our American Journal of Proctology distributed to gastroenterolo- 





gists, proctologists, surgeons, medical men, as well as to all medical 
universities and medical libraries, it is increasingly evident that our 
Academy has made incomparable international contributions to the 
scientific and clinical advancement of proctology. 


For all the above, I am proud and happy to have been your President, 
and in conclusion, may I quote our outstanding literary and capable 
Secretary and Editor of our Journal, Dr. Alfred Cantor, who said: “Let 
us continue to build our monuments in the hearts and minds of men. Let 
us continue to teach the physician and heal the sick. These are the true 
and dedicated goals of our Academy.” 


MANUEL G. SpresMAN, M.D. 














SEMA MBE Cs 


SREB SIO ME RR? 8 IHS OTe NS Ap 


Fig. 2. Notice narrowing of the bowel contour 
in the descending and sigmoidal areas giving 
rise to what has been called the "lead pipe" 
colon. 


Fig, 3. Notice the marked hyperirritability, lack 
of haustrations, narrowing and feathering of the 
bowel contour. See Fig. 4 for higher magnifica- 
tion of the feathered contour of the descending 
colon. 
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2 Gm. daily for one week once a month. 
This treatment may be continued in- 
definitely. Despite former reports about 
blood changes in patients who have 
taken Chloromycetin, it is our impres- 
sion (as well as that of other investiga- 
tors), that no toxic or other untoward 
reactions occur from prolonged use of 
this drug in ulcerative colitis patients. 

STEROID THERAPY — This is the 
same for fulminating cases as for 
intractable cases, including ACTH and 
cortisone treatment, sodium chloride 
restriction, and the use of potassium 
chloride. 

VITAMIN K—Large doses of Vita- 
min K sometimes help to control bleed- 
ing, even though the prothrombin time 
is within normal range. 

COMPLICATIONS — Complications 
tend to develop in the majority of pa- 
tients as the disease progresses. Local 
changes include pseudo-polypoidosis, 
narrowing of the bowel lumen, (figs. 2, 
3, and 4), carcinoma, hemorrhage, fis- 
tulae, abscess, and peritonitis. Systemic 
changes include depletion of the electro- 
lytes, nutritional deficiencies, loss of 
weight, anemia, depletion of renal re- 
serve, arthritis and dermatological prob- 
lems. 

Indications for Surgery Surgery 
should be limited to patients with com- 
plications such as perforation, malig- 


nant polypoidosis, obstruction, chronic 
stricture, massive uncontrollable hemor- 


rhage and extensive unresponsive peri- 
rectal abscess and fistula. This group 
comprises only a small percentage of 
those afflicted with ulcerative colitis. 
Even the fulminating type of this dis- 
ease occasionally responds to aggressive 
medical management. The standard pri- 
mary operation for ulcerative colitis is 
ileostomy with colectomy in one stage. 
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However, in acutely ill cases, the amount 
of surgery performed will depend upon 
the condition of the patient. Taking out 
the colon removes both the diseased 
colon and the source of extensive toxe- 
mia. In good risk chronic, intractable 
cases, where life becomes unbearable de- 
spite all types of medical treatment, if 
colectomy is decided upon, the choice 
of operation is ileostomy and colectomy 
in one stage. The results in these com- 
bined procedures have been good and 
the patient is saved extensive hospital 
expenses and time away from his normal 
activities. 

Ileostomy and total colectomy do not 
interfere with childbearing. Colecto- 
mized patients are capable of maintain- 
ing their own homes, having families 
and living a fairly normal life. 

If a 2 stage operation is done, daily 
irrigations of the distal ]oop with hydro- 
sulphosol helps to reduce the degree of 
infection and promotes healing (Berco- 
vitz). This is continued until colectomy 
is performed. 

Complications of Ileostomy Be- 
fore one recommends an ileostomy one 
should be aware of the numerous and 
formidable complications of this opera- 
tion. Most troublesome are partial ileal 
obstructions due to stenosis of the stoma 
or ileal serositis. Other complications 
are prolapse, cutaneous excoriation, her- 
nia alongside the ileal stoma, abscesses 
and fistulae. 

Cancer in Chronic Ulcerative 
Colitis The incidence of development 
of carcinoma of the colon in persons 
with ulcerative colitis is about 1.9% in 
comparison to 0.6% among hospital pa- 
tients in general surgery and general 
medicine and 0.06% in the general pop- 
ulation. It is usually found in all old 
intractable recurrent cases with existing 





pseudopolypoidosis. Although the death 
rate from cancer of the colon complicat- 
ing ulcerative colitis is higher than that 
in the general population, the patient 
and physician should not be unduly 
alarmed, since the annual death rate 
from this complication is only 1 or 2 
per hundred. We feel that this higher 
death rate is not an indication for early 
advised. 
management, 


colectomy as is sometimes 
Watchful 
with periodic cytological examination of 
the bowel content with emphasis on 
search for malignant cells, we consider 


preferable to indiscriminate surgical 


conservative 


intervention. 

Pelvic Neurectomy Pelvic neu- 
rectomy is performed to place the dis- 
tal colon, sigmoid and rectum at rest, 


Fig. 4. Higher magnification of a section of the 
descending colon in Fig. 3, showing lack of 
haustrations “feathering” or 
fringing’ in advanced case of ulcerative colitis, 


and marginal 
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which helps to control bowel movement 
frequency and affords the patient a great 


deal more comfort. Bowel movements 
are frequently cut down to one to three 
a day with a diminution of blood, mucus 
and pus. There are no complications to 
the procedure and further surgery, if 
necessary, is not precluded. This opera- 
tion is contraindicated in those patients 
having pseudopolypoidosis, stricture, or 
partial bowel obstruction, 

Although we have had no experience 
with this procedure, it is worth keeping 





in mind for selected cases. 

To evaluate the possible benefit to be 
derived from a pelvic neurectomy, it is 
advisable to administer 10 mg. of Pro- 
banthine intramuscularly followed by 
a barium enema, noting the effect upon 
the colon. If existing spasm present be- 
fore the administration of the Proban- 
thine is replaced by a distinct relaxa- 
tion, it can be precluded that a neurec- 
tomy will be beneficial. 
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Severe 


Ulcerative 


Colitis 


Medical Treatment with ACTH and Cortisone 


Recently, we stated that gastroduo- 
denal ulcer as well as ulcerative colitis 
would be considered as secondary dis- 
eases of adaptation in Selye’s syndrome, 
but it does not depend in our opinion, 
upon the criteria that known adaptation 
hormones, ACTH and cortisone, could 
benefit in the treat:nent of these diseases. 

In ulcerative colitis, treatment results 
have been confused, with a not very 
rigorous control. 

Antecedents One of the first scien- 
tific facts that endorsed the treatment of 
severe ulcerative colitis with ACTH and 
cortisone was the demonstration that 
the drugs reduced fecal lysozyme, en- 
zyme of bacteriolytic and mucolytic ac- 
tion, which is found in severe ulcerative 
colitis, reaching to 56 U more (normally 
2-7 U). As a direct or indirect agent 
it has evidenced its in the 
establishment and development of this 
disease. 

On the other hand if we consider coli- 
lis as an adaptation disease due to an 


influence 


organic and functional disturbance in 


JUAN NASIO, M.D., F.F.G./A.N.Y.* 


Buenos Aires, Argentina 


the mesenchymal tissues, the adaptation 
hormones could reinforce the adaptation 
energy. 

Kirschner and others consider ulcera- 
tive colitis as a collagen disease, ac- 
cording to anatomopathologic studies of 
this illness. 

We have used ACTH and cortisone in 
10 patients with ulcerative colitis, five 
males and five females between 16 to 
55 years of age, diagnosed by clinic, 
endoscopic and roentgenological point 
of view. 

ACTH and Cortisone Administra- 
tion 

Our therapeutic plan was: 

a) Initial 

b) Transition 

c) Maintenance or suppression 

a) Initial stage: We administered six 
or eight daily injections, every three or 
four hours. The dosage was based on 
the intensity or severity of the picture. 


* Fellow of the International Academy of 
Proctology. Laureate of the National Academy 
of Medicine of Paris. 
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We began with 10 or 15 UE every 
three hours (or 20 or 30 UI each 6 
hours) intramuscularly or by slow intra- 
venous infusion with 2 UI each hour, 
not passing the 100 UI daily. 

In the majority of cases we chose, 
during the first 48 hours, the intra- 
venous route followed by intramuscular 
during the first week. 

We administered 100 g of cortisone 
orally or parenterally daily. 

b) Transition stage: If we noticed 
improvement without side effects we de- 
creased the dosage, but always with the 
same intervals of time and mode of 
administration. 

Results 
Subjective 

a) General stage: The general stage 
had a rapid improvement in six of these 
cases; in two there was no improve- 
ment at all. The evident improvement 
was of physical and psychic character. 
Euphoria, increased appetite and tran: 
quil sleep were observed. 

In our series of cases we have not 
found the exaggerated differences which 
have been found by other authors with 
ACTH and cortisone. 

b) Pain improved immediately in 8 
or 10 cases. This improvement was not 
only related to abdominal pain but also 
to tenesmus. 

It is remarkable that the pain that 
in most of the cases was related to diar- 
rhea was independent, except in 8 or 10 
cases that reported the disappearance of 
the pain. 

We must remark that in one of the 
cases his severe rheumatic pain, present 
before the treatment, and associated 
with ulcerative colitis, disappeared. 
Objective findings: 

We will analyze the following symp- 
toms: 


b) Pulse 
d) Depositions 


a) Weight 

c) Temperature 

e) Laboratory and roentgenological 

examinations and rectoscopy. 

a) Weight: In the patients who 
showed improvement _ the 
weight increased markedly. None of 
these cases noticed a loss of weight. 

b) Pulse: It returned to normal in 
8 to 10 of the treated cases. 

c) Temperature: In eight cases it 


subjective 


markedly decreased. 

d) Bowel Movements: In those cases 
in which we observed a marked improve- 
ment, the diarrhea did not diminish, 
and in some cases it was present in the 
same form and number as before treat- 
ment was begun. 

On the other hand, in cases 3 and 10 
the diarrhea was remarkably intensive 
with abundant blood. 

In four cases the diarrhea diminished 
and in two others the number of move- 
ments were scarce and with formed 
feces. 

e) Laboratory examination: In eight 
of 10 cases the red blood cells dimin- 
ished after the treatment. 

In cases of anemia, the number of red 
cells increased. 

Leucocytosis, and the level of protein 
in the blood showed only slight modifi- 
cations. 

In eight roentgenological studies by 
Fisher’s method we noticed an improve- 
ment in three of the cases. 

In all of cases we carried out endo- 
scopic control during treatment and in 
some of them on more than one oc- 
casion. 

Endoscopic improvement was found 
in four cases, but on the other hand it 
was not so marked in number 1 and 
more evident in 4, 6 and 8. This en- 
doscopic improvement never was very 
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evident, and was only diminished in 
intensity by the different studies carried 








| 
rie 
"a | = q x out by Busil. 
Z |} #=| + 4 In none of the ten treated cases did 
& = we observe the disappearance of lesions 
fe) or decrease of capillary fragility in the 
4 
$ a | .o x0 rectosigmoid mucosa. In table 1 on 
oO ff) a page 115 we considered the cases from 
> two points of view, the endoscopic and 
= | sia roentgenological examination. 
: Qa | 32 Mediate Results In eight cases, re- 
8 | a 3s lapse was observed within 30 days, 
OO; an » with the same serious symptoms as be- 
fore the treatment. In the others, ex- 
| cept one of them, (6) relapse was pres- 
m1 5° ent after a month of treatment. 
i %. ° ° 
5; 3 Secondary Reactions We had not 
= vil asta observed important d i 
5 serve portant secondary reactions 
S ———_-— except in one case (5). 
wi . . 
3 In that case we were obliged to in- 
a a = ae terrupt the treatment as in case number 
Ss 2 wi © 3, on diagnosing a perisigmoid abscess 
® Oo without pain and fever, which was con- 
= = — : " ‘ 
$s = | sidered as a secondary reaction of this 
ved 
“i Q | 3s hormonal treatment. 
Ds 
Q > a In case 2, there were present dis- 
ina turbances that we think were due to side 
’ as effects of fibrosis. 
y In this patient there did not exist 
4} 9 gastric antecedents. Case 8, that pre- 
< fe | sented gastric acidity before the treat- 
O O | ; 5 
“o O | ment, markedly increased the level after 
i a week of therapeutic administration of 
co x | cortisone. The gastric chromoscopy 
> Bh aw a 
> Oo| 2 proved the acceleration of the elimina- 
< 


tion time compared to other chromos- 
copy carried out before the treatment. 

The time of elimination was about 
twenty minutes, and at the beginning of 
the treatment with cortisone presented 
an accelerated figure of 8 minutes. 

Comparative evaluation between our 
results and others is shown in the table 
on the preceding page. 

In clinical improvement we included, 
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weight, temperature, pulse, bowel move- 
ments and laboratory examination. The 
anatomic improvement included radi- 
ology and rectoscopy. 

Clinical improvement was observed 
in more than 60%. Anatomic improve- 
ment was good in only 22 (78%) of the 
cases and was not observed in 42 
(22%). See Table No. 3 on page 118. 

We obtained anatomic improvement 
in 30%, while in 40% this was not 
observed. 

The results of these comparative an- 
alyses were not superior to those ob- 
tained with other drugs, particularly 


with other antibiotics, penicillin and 
aureomycin, according to our statistics, 
with the difference that we had not ob- 
served complication development as fre- 
quently as during the treatment with 
ACTH and cortisone. 

‘Some authors, particularly, Gray and 
Elliot, refused to use these hormones, 
considering that the adaptation hor- 
mones interfere with fibroblastosis, de- 
laying the healing of the ulcerative 
lesions. However, according to our and 
others’ experiences, we consider that use 
of ACTH and cortisone is advisable in 
the treatment of grave ulcerative colitis. 
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Constipation, 
the Problem 
of the Ages 


Its Etiology, Pathology and Prevention 


The upper intestinal tract is at the 
mercy of the great industry of dena- 
tured aliments and the enormous pro- 
duction of alcchol. The large bowel is 
at the defenseless exposure of the flour- 
ishing, multimillion laxative, purgative 
and artificial-bulk industry. 

With the advancemnet of civilization, 
the human body as a whole seems to 
lose, constantly, its significance. This 
becomes very evident with over-speciali- 
zation in the respective fields of medi- 
cine and surgery. 

It is an historic and social irony that 
with the advancement of science in gen- 
eral, and medical sciences in particular, 
the natural way of living is gradually 
deteriorating. The impact and _ influ- 
ence of modern civilization has its reper- 
cussions not only on nutrition and elimi- 
nation, but effects the entire constitu- 
tional personality in all its aspects, from 
the earliest stage of life. 

The excessive use of sedatives, and 
the too-frequent application of caudal 
anesthesia, deprives the mother of the 
great natural privilege of evaluating 


JACOB REICHERT, M.D., F.I.A.P. 


Phoenix, Arizona 


and respecting the meaning of mother- 
hood. The minute birth takes place 
such majestic self-recognition of play- 
ing the most important part in the cre- 
ation of a new generation, makes the 
mother cognizant of the greatness in 
nature’s struggle of  self-preservation 
and continuation of a new generation. 

The excessive use of sedatives and 
anesthesia makes the delivery system 
of today almost like the breeding of ex- 
perimental animals in the laboratory. 

What are the mother’s feeling and re- 
actions toward her child when the most 
important period of sublime creation oc- 
curred at a time when the noble sen- 
sations of motherhood, so gently and 
generously provided by mother nature, 
were brutally silenced and supressed by 
excessive medication. 

Bottle feeding deprives the newborn 
of the natural physiological effects of 
peristalsis which mother nature has, 


Presented by invitation to the International 
Academy of Proctology Eighth Annual Conven- 
tion, Chicago, Illinois, April 24, 1956. 
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igain, so diligently and appropriately 
The first education that the 
iewborn’s intestine obtains comes from 


provided. 


the mother’s first breast secretion, name- 
!y, colostrum. 

Colostrum has not only a peristaltic 
effect on the newborn’s intestine, it has 
multiple vital functions in establishing 
the peristalsis in a certain direction, con- 
ditioning and developing repeated move- 
ments and waking up the anatomical po- 
tentials of the specific genetic needs for 
survival. As far as the public is con- 
cerned, colostrum seems to have, mainly, 
the function of causing elimination of 
the material collected in the gastroin- 
testinal tract during the intra-uterine 
life. 

Diarrhea, a disease of early-infancy 
and early-childhood occurs mostly, if 
not exclusively, in the bottle-fed infant, 
and is responsible also for the high-rate 
mortality in this age group. On the 
other hand, breast feeding is of great 
benefit, and advantageous not only to 
the newborn but equally so to the 
mother. 

The biochemical and endocrine func- 
tions of the progenitor during the pe- 
riod of lactation is quite different from 
those who do not provide their infants 
with their own breast milk. 

Studies and statistics reveal a great 
incidence of neoplastic diseases in gen- 
eral, and adeno-carcinomas of the 
breast in particular, in those parturients 
where lactation was suppressed. 


HOW, WHERE AND WHEN DOES 
THE MOTHER-CHILD RELATION DE- 
TERIORATE? 


The breaking of mother-child relation 
does not begin with the severing of the 
umbilical cord at the time of delivery, 
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but, rather, following deep sedation, ac- 
companied by caudal or general anes- 
Such mother-child differences 
and abyss gradually increases at the on- 
set of the artificial feeding and steadily 
deteriorates as the bottle feeding prog- 


thesia. 


resses. 

The incidence of the increase in ju- 
venile delinquency may eventually be 
traced to early-life discontent, and may 
be referred to the original deep-seated 
alimentary resentment. The subcon- 
scious resentment against its progenitor 
may express itself in a form of rebel- 
lion with all its psychological manifesta- 
tions. 


THE THEORY OF HORMONAL IN- 
FLUENCE AS THE PHYLOGENETIC 
FACTOR OF THE SPECIES 


It is known and established by docu- 
mentary evidence that the aggressiveness 
of certain ferocious animals lessens 
when put to suckle on a domestic ani- 
mal. 

Each animal transmits to its offspring, 
with its lactation, the proper qualitative 
and quantitative amount of endocrine 
products which develops the genetic po- 
tentials characteristic to that particular 
species. 

Organotherapy, the predecessor of 
modern endocrinology, confirms the old 
proverb “we look as we eat.” 

The origin of such conception can be 
found in the Old Testament where the 
laws of Moses prohibited the ingestion 
of products which originated from un- 
clean animals. 

All these preliminary natural facts 
are only mentioned for the purpose of 
approaching the main problem of our 
presentation right at the roots of its 
source. 
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FIG. |. Intussusception of ileum into the cecum 
of an infant girl. 


THE PROCESS OF DEFECATION IN 
ANIMAL AND MAN 


Most domestic and untamed herbi- 
vores of the bovine and equine species 
deliver ball-like droppings. Such drop- 
pings are usually of solid consistency 
but of different size according to the 
particular physical, genetic stature of 
the species from which it originates. 

The involved mechanism to deliver 
such ball-like excrementa consists of a 
number of segmental “rush contrac- 
tions” which occur in the rectum of the 
animal, and which is a “gloving-out” 
process identical to the prolapse-like ac- 
tion when it occurs in man. 

The process of defecation in the in- 
fant, child end adult, dog and cat, and 
carnivores occurs when a complete, long- 








time relaxation of the sphincter ani and 
other auxiliary muscles of the perineum 
takes place. The morphology of such 
stools are usually round shaped, long, 
and of medium consistency. Such stools 
usually reproduce the lumen of the 
large the 


“wringing” effect and the forceful pas- 


lower intestine; however, 
sage through the anus of such material 
may, at times, show some deformity. 

Ball-like feces, when they appear in 
the infant, child, and adult, are consid- 
ered to be abnormal. The diagnosis of 
spastic colitis is usually made when 
such changes in the form of stooling oc- 
curs. 


Artificial 


causes the newborn, very frequently, to 


feeding of animal milk 


deliver ball-like stools almost identical 
in form to goat droppings. The release 
of such animal-like stools in the infant 
is the result of the same defecating mech- 
anism which occurs in the animal which 
provides the particular milk given to the 
infant. 

The phenomenon of animal-like defe- 
cation performance in the newborn is 
usually diagnosed as a disease entity 
called prolapse of the rectum, or, 
procidentia. Such pathologic condition 
is a frequent occurrence in the early 
age of life and is continually on the 
increase. 

Prolapse of the rectum is not a clinical 
entity in itself, but usually accompanies, 
especially in the infant, a chronic in- 
testinal condition consisting at times 
of diarrhea and constipation with the 
clinical symptoms of severe colic, dehy- 
dration and often degenerating into 
intussusception, causing a high mortal- 
ity. 

The incident of such malady is almost 
negligible, if not rare, in those infants 
who enjoy breast feeding. 
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WHAT ARE THE POSSIBLE FACTORS 
THAT MAY CAUSE SUCH MALADY 
AND ANIMAL-LIKE DEFECATION? 
Infinite 
have been given for the past three dec- 
ades. One of the theories is allergy. The 


theories and _ explanations 


factor of sensitization certainly cannot 
be denied. However, it is true that aller- 
zy is the expression of self-defense of 
body tissues against harmful substances 
which interfere with the normal physio- 
biological processes of the particular 
subject. 

However, apart from the sensitization 
of the intestine to cows’ milk there are 
many other manifestations which the 
infant, child and adult can develop. Be- 
cause of the involved limitations of our 
discussion we refer those who are in- 
terested, particularly in other problems 
of bodily intolerance to milk and dairy 
products, to recent studies in allergies 
made in this direction. 


The fact that feedings of vegetable 
origin are well tolerated by the infant, 
immature, and allergic child still does 


FIGURE 2 


A comparative sche- 
matic chart of the 
rectums and anal 
canals of the three 
stages of growth of 
the child and adult. 


Acknowledgement is 
made to R. V. Gorsch, 
M.D, and to the Wil- 
liams and Wilkins 
Company for the illus- 
tration, 
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not solve completely the entire problem 
The 
unsolved agricultural nutritional prob- 
lems may be explained through a theory 
which will be elaborated further. 

Infants, children, and adults who are 
supposed to be allergic to dairy prod- 
ucts thrive nicely on aliments of vege- 
table origin. Not only do they gain — 
weight but also recover sufficiently if 


of infant and adult sustenance. 


the previous affection did not cause 
trophic and anatomical changes. 

Prolapse of the rectum which occurs 
as a morbid phenomenon during the 
process of defecation in the infant, is 
a natural act in the cow, goat, horse, 
and other herbivores; however, if such 
prolapsing “gloving-out” of the lower 
intestine occurs at a higher level of the 
large bowel or the ileum it assumes the 
name of intussusception. Infants with 
such diseases are usually described to 
be the victims of an intestinal condi- 
tion which is clinically mis-diagnosed 
as either spastic colitis, abdominal colic, 
entero-colitis, or chronic intestinal in- 
fection. 
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FIG. 3. Baby girl. Intussusception of terminal 
ileum into the cecum. 


THE ENDOCRINE THEORY 


The great frequency of intestinal 
pathology in infancy and early child- 
hood can probably be attributed to the 
influence of certain specific endogenous 
factors contained in animal milk. 

“Endocrine” means “secreting in- 
ternally” and is applied to organs whose 
functions are to secrete into the blood 
or lymph a substance which plays an 
important role in metabolism. 

There are a great number of endo- 
crine products, and each one has its 
specific hormonal function. The word 
“hormone” originates from a Greek 
word which means “to excite or arouse.” 

A hormone is a chemical substance 
which is produced in some organ and 
then when transported to some other or- 








gan produces there a specific effect. 

Only a few hormones which have a 
direct relationship with the endocrine 
theory of this presentation will be men- 
tioned. 

“Cardiac hormone,” a hormone ex- 
isting in the heart muscle, skeletal muscle 
and viscera. 

“Progesterone,” the pure hormone 
in the corpora lutea whose function is 
to prepare the endometrium for the re- 
ception and development of the fertilized 
ovum. 

“Growth hormone,” a principle in 
the anterior pituitary which promotes 
growth in animals. 

“Inhibitory 
mone) a substance of hormone nature 
which inhibits the action of a hormone. 

According to Wolf, the presence of 
lactogenic hormone in the pituitary 
gland was first described by Stricker 
and Greuter in 1928; however, it was 
isolated by Riddle, Bates and Dykshorn 


“Lactation, or lacto- 


hormone,” (anti - hor- 


10 years later. 
genic, hormone,” is a _ prolactine or 
proteo-hormone from the anterior pitui- 
tary which stimulates lactation in mam- 
mary glands and proliferation of the 
mucosa of the crop-sac of doves and 
pigeons. 

The injection of prolactine causes in 
humans, animals and birds, respectively, 
hypertrophy of the mammary glands, 
sensations of fullness in the _ breast, 
psychological motherhood _ behavior, 
motherly affections, and brooding, cluck- 
ing, and nesting of eggs. Similar psy- 
chological aspects and even the secre- 
tion of milk has been obtained in some 
male animals. However, the injection of 
prolactine in humans is unable to pro- 
duce milk secretion except in the late 
stage of labor and increase milk secre- 
tions during the period of lactation. 
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In agalactia, lactation is induced by the 
administration of prolactin. 

Histologic changes of the breast 
tissues are prepared by the ovarian 
glands during pregnancy. 

“Peristaltic hormone,” a proprietary 
organotherapeutic preparation for the 
stimulation of intestinal peristalsis. It 
consists of a liquid extract taken from 
the spleen of an animal killed at the 
height of digestion. 

“Mammin” 
Latin word “mamma” 
“breast’”) is a “hormone secreted by 


(originating from the 


which means 


the mammary gland which acts to pro- 
duce cessation of the menses.” 

“Placental hormone,” any hormone 
occuring in the placenta, such as estro- 
gen and many others. 

“Estrogen,” a genetic term for estrus- 
producing compounds, is composed 
mainly of three closely related steroids 
with some minor physiologic differences, 
has inhibitory prolactine effect after 
parturition when administered to the 
subject. Bilateral ovarectomy during the 
stage of lactation causes cessation of 
the production of estrine and may pro- 
duce periodic lactation in place of men- 
struation or prolong lactation for an in- 
definite time. 

The above reviewed few endocrine 
products with their specific hormonal 
functions makes it definitely evident that 
the mammary bland contains in its secre- 
tion hormonic products. 

Endogenous products are combined 
with certain bodily secretions such as 
the hormonal components in the urine, 
the sebaceous and sebiferous glands, 
the gastrointestinal tract, colostrum, 
milk, etc., in animal and man. 

It was mentioned above that the 
PERISTALTIC HORMONE is found in 


the spleen at the height of digestion. 
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The investigation regarding the activity 
and location of the production of the 
intestinal hormones requires greater at- 
tention and further studies. It is very 
probable that the breast of animal and 
human alike contain innumerable fac- 
tors which activate intestinal peristalsis. 
Each of these intestinal hormones of 
mammary origin may have a specific 
function, not only on peristalsis as a 
whole, but may, as well, stimulate and 
influence particular atavic movements 
according to type, and obey phylo- 
genetic functions pertaining to a par- 
ticular species. 


COLOSTRUM 


The first breast feeding which nature 
makes available to its offspring contains 
a chemical substance which has a great 
laxative effect. Colostrum contains, but 
in a greater amount than milk, specific 
genetic hormones which, together with 
the laxative effect, disciplines and guides 
the inexperienced intestine of the infant. 
The musculature of the newborn’s in- 
testine experiences the first stimuli from 
ihe intake of colostrum which condi- 
tions it, through the hormonic content, 
to accept the “law of the intestine” of the 
particular species. 

It would be interesting to observe the 
physiological effects of human milk on 
the gastrointestinal tract of newborn 
animals. It is possible that the gas- 
irointestinal tract of the animal may 
follow the “law of the intestine” of the 
human; or develop an intestinal con- 
flict with pathologic manifestations dur- 
ing the process of digestion and defeca- 
tion. 

The anatomic perfection and final de- 
velopment of the intestine of the new- 
born gradually establishes itself as the 
growth of the body advances. The 
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FIG. 4, Megacolon in a 
Symptoms: Constipation. 


12 year old child 


chemical, nutritional, and endocrine 
composition of mother’s milk keeps on 
adjusting itself to the quantitative and 
qualitative needs of the growing new- 
born. 

Depriving the infant of mother’s milk 
at the early stage of life means to cur- 
tail completely the benefits of necessary 
intake of specific vital hormonic ele- 
ments of human origin. Such depriva- 
tion causes a chain of conditions in the 
infant’s intestine which expresses itself 
in peculiar pathologic phenomena with 
all its future abnormal anatomic changes. 
This intestinal conflict resulting from 
the above lack of hormonic stimulation 
often becomes irreversible and causes 
a continuous morbid condition for the 


rest of its existence. 








Maternal milk, apart from the pro- 
vision of endocrine factors of genetic 
origin, transmits individual and _par- 
ticular influences which perfects certain 
traits of character, stigma, and the con- 
stitutional nutritional habitus to its off- 
spring, following the Mendelian laws of 
inheritance. 

A serious illness in the newborn re- 
sulting from the abstention of breast 
feeding does not respond to medication 
until it gets human milk, preferably its 
own mother’s milk, or feedings of plant 
origin. The feedings obtained from the 
substitution of a “wet nurse” are better 
tolerated when the age of the infant is 
more or less in the same time limits of 
the donor’s lactation period. 


THE PHYSIOLOGIC AND ANATOM- 
IC DIFFERENCES IN THE ALIMEN- 
TARY TRACT OF OMNIVORES AND 
HERBIVORES 


Most 
inants and have a four compartment 
stomach, called at times, a compound 


domestic herbivores are rum- 


or complex stomach. Among the simple 
stomach animals are included omni- 
vores, carnivores, and also some herbi- 
vores. Man’s stomach is the type of 
ventriculum which we call “simple” 
stomach. 

It is worthwhile mentioning that the 
average adult ruminant’s stomach is 
large but with some difference in size, 
depending on the species of the animal. 
The animal which we will discuss in 
this presentation will be the cow. The 
selection of this animal is because the 
average bottle-fed infant gets cows milk. 

The capacity of a cow’s stomach, ac- 
cording to Sisson, is from 30 to 40 
gallons and consists of four compart- 


ments named the RUMEN, RETICU- 
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LUM, OMASUM, and ABOMASUM. 

The part of the cow’s stomach which 
secretes hydrochloric acid and can be 
compared to man’s ventriculum, is the 
abomasum. This compartment is the 
glandular portion of the ruminant’s 
stomach. The concentration and _ spe- 
cific gravity of hydrochloric acid in 
the cow is somewhat less than in man 
and carnivores. The remaining three 
pouches of the cow’s stomach perform 
mechanical functions. The lining of 
these three compartments is of strati- 
fied squamous cells. 

Man’s stomach, through the process 
of deglutition, accumulates certain 
amounts of salivary secretions which 
digest carbohydrates. Amylolytic proc- 





esses are arrested gradually as the HCL 
increases. 

The amylolytic functions in the her- 
bivore’s stomach are accomplished by 
plant enzymes, and its action ceases 
when the acidity reaches its climax. 

- The digestion of cellulose in the rum- 
inant herbivores is accomplished by 
bacteria, enzymes and protozoa. In man 
the digestion of cellulose takes place 
in the colon. 

The adult ruminant herbivore does 
not get milk in its diet, and its stomach 
does not contain the enzyme, rennin, 
which has a coagulating effect on milk. 

Apart from digestion, the stomach 
of man, animals, birds and fish, also 
assumes the role of a warehouse for 


FIGURE 5 
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Reproduction of the above illustration through 
the courtesy of W. . Saunders Co. 
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the immediate storage of available food. 
The removal of the stomach changes 
their eating habits and the aliments 
are consumed slowly over a period of 
hours. 

Experiments on animals show that 
distress, rage, or signs of anxiety, com- 
pletely arrests gastric peristalsis. These 
experiments were confirmed innumer- 
able times by many investigators. 


MOVEMENT OF THE INTESTINES 


The anatomical formation of the 
small and large intestine are similar 
to the stomach but less complex. This 
similarity applies also to the extrinsic 
and intrinsic neural systems. 

The two main movements of the small 
intestine are pendular and _ wavelike 
peristalsis. The movement is automatic 
and follows the “law of the intestine.” 
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This functional movement is also called 
myenteric reflex. 

Normal peristaltic movements pass in 
the direction from the gastric region 
toward the rectum and anus. Anti- 
peristalsis or “backward peristalsis” oc- 
curs under certain abnormal conditions 
in the opposite way. 

The “law of the intestine” is of prac- 
tical importance to surgery. The an- 
astomosis of end-to-end resected intes- 
tine, when reversed, causes death from 
starvation, despite the intake of aliments, 
because of the great accumulation of 
food at the upper end of the reversed 
intestinal segment. The reversing of 
such segments conflicts with the “law 
of the intestine.” 

The contraction of the small intestine 
during digestion occurs the same way 
in man and animal alike. Studies re- 
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FIGURE 6 


Acknowledgment is 
made for the diagram 
to W. H. Howell, M.D. 
and W. B. Saunders 
Company. 
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The simple stomach in horizontal 


and upright postion. 
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Peristaltic contraction of the small 
intestine (dog). It will be noted 
-that there is first dilatation 
(wave of inhibition) followed by a 


strong contraction. 


The smaller 


waves are due to respiratory 


movements. 





Reproduction of the above illustration through the 
FIGURE 7 courtesy of W. H. Howell, M.D. and W. B. Saunders Co. 


veal that the slowing-up of peristalsis 
takes place in the terminal ileum and 
gradually becomes slower as it advances 
to the end of the colon. 

Apart from the wave-like peristalsis 
described, the second form of movement 
which occurs exclusively in the small 
intestine, is the rhythmical or pendular 
form. 

The pendular or segmental contrac- 
tion of the ileus has mainly a task of 
breaking down and dividing the exist- 
ing food particles. 

Another important function of the 
pendulous movement of the small intes- 
tine is the pumping-like effect of its villi. 


INTESTINUM CRASSUM 


What are the movements of the large 
intestine? 
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The large bowel is the part of the 
gastrointestinal tract situated between 
the intestinum ileum and the anus. 

The small and large intestine in the 
primitive form is almost a straight tube 
extending from the stomach to the anus. 
Among mammals the large intestine fol- 
lows the same anatomical pattern as 
found in the human being. 

The musculature of the large and 
small intestine are almost identical. 
The movements of the large intestine are 
much slower compared to the small in- 
testine and the material therein is more 
solid. 

The ascending colon performs anti- 
peristaltic mixing - effect 
which are strong and slow and at great 
intervals. The descending colon has a 
wave-like peristalsis, infrequent, slow, 


movements 
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and titanic in character. 

In the herbivores with simple stomach 
the large intestine assumes the function 
of the rumen. The digestion of cellulose, 
in the simple stomached herbivores, 
takes place in the large intestine almost 
the same way as it takes place in the 
large bowel of man. 

The digestion of cellulose, in the cow, 
takes place in the multichambered 
stomach. 

Bacterial digestion and putrefaction 
is found to be mainly in the large bowel 
of man and the simple stomach animals; 
however, the presence of bacterial di- 
gestion takes place in the rumen of 
herbivores. 

Another characteristic in the large 
intestine of human beings, which was 
confirmed by x-rays, is “mass” peri- 
staltis, which is of strong intensity for 
a period of seconds and occur only 
three or four times a day. Such “mass” 
movements are attributed to the result 
of a reflex during the intake of food; 
reminding us, so to say, not to thrive 
on poor food remainings when real 
food is on the way. 

The contractions of the cow’s large 
intestine are segmental and not wave- 
like. The segmental or pendular con- 
tractions, once started, continue their 
performance automatically in a “rush- 
like” manner and there is a continuous 
“gloving-out” action following the di- 
rection of the “law of the intestine.” 
When such contractions take place in 
the 


cause prolapse, 


human intestinum crassum they 


and 


many other pathological phenomena. 


CONSTIPATION AND ITS DEFINITION 


It is usually accepted and expected 
to have a daily evacuation of the large 
bowel. Younger individuals seem to be 


intussusception, 





subjected to more than one evacuation 
daily. The average person identifies con- 
stipation not with the consistence of the 
stools or the difficulty to eliminate the 
accumulated material, but with the in- 
terval that elapses between evacuations. 
Also, the average person does not seem 
to be greatly concerned by the amount 
or the size of the stools evacuated dur- 
The 


themselves consti- 


ing the process of defecation. 
majority consider 
pated when evacuation does not take 
place within a period of 24 hours. The 
inability to empty the bowel in a period 
of 24 hours becomes a real problem and 
often a great concern, particularly to 
the elderly person. 

Seldom do we find a geriatric patient 
that needs general and special attention 
that does not demand some relief for 
his obstinate constipation. Gradually 
these patients forget the initial purpose 
of their visit but ask continuously the 
opinion of the physician about laxatives 
and concoctions to enable them to have 
a normal bowel movement. 

The elderly person spends most of 
the day in either preparing enemas or 
searching for new remedies. 

The existing differences of opinion 
regarding the meaning of constipation 
and its interpretation is various and 
vague. Such views are often extravagant 
and meaningless to such a degree that 
impaction may be interpreted as diar- 
thea. A case which occured in my office 
concerns a patient who had continuously 
requested medication to arrest diarrhea. 
Overriding her protests an examination 
was made and revealed a fecaloma 
weighing approximately 25 pounds! 
Probably each physician has had a 
similar experience of seeing patients 
who misinterpret an impaction for some 
form of diarrhea because of the expell- 
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ing of an inflammatory exudate which 
results from such a condition. 

Constipation is caused also from an 
existing redundant sigmoid and from 
all possible intestinal mechanical inter- 
ierence including the results of pressure 
of pelvic organs and intrinsic benign 
and malignant growths of the intestine 
itself. 

Functional constipation can be de- 
fined as follows: 

The accumulation of hard dehydrated 
feces which is expelled with difficulty 
and effort, requiring the help of the 
abdominal and perineum muscles result- 
ing from abnormal hydraulic changes, 
may be regarded as the simple form 
of constipation. When such a condition 
continues, the accumulation of feces 
takes place in the sigmoid and descend- 
ing colon and the usual elimination can- 





not be achieved spontaneously any 
more. The clinical picture of an im- 
paction is now present. Such condensa- 
tion and dehydration of accumulated 
fecal matter gradually increases in size. 
Under these circumstances the mecha- 
nism of defecation becomes insufficient 


The 


vis-a-tergo which prevails under normal 


to expel the impacted material. 


circumstances becomes incompetent to 
advance the accumulated fecal mass. 
The gradual distention of the colon 
above the impacted area assumes the 
aspect of an umbrella, resulting from 
the process of straining and proper 
weight. This gradually degenerates and 
becomes a real intussusception. 
Obstructions caused by such mecha- 
nism are often radiologically misinter- 
preted as strictures of the upper rectum. 
As the process of fecal accumulation 


FIGURE 8 
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Howell, M.D. ''A Text-book of Physiology'’ W. B. Saunders Co., 1933 
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and dehydration continues, spontaneous 
elimination becomes impossible and 
drastic measures, such as manual ma- 
nipulation, wetting agents and remedies 
are imperative. 

The difference between constipation 
and impaction is the accumulation of 
unduly hard matter in the rectal pouch, 
which becomes so enlarged that the anal 
outlet is much too small to permit stool 
passage. Impaction is often the result 
of neglected constipation in an already 
over-distended atonic lower bowel. 

A similar mechanism to impaction 
takes place in acute distention of the 
urinary bladder. Acute distention of the 
urinary bladder does not occur sudden- 
ly. It usually follows a condition where 
gradual increase of residual urine takes 
place in an already enlarged prolapsed 
bladder. This condition prevails very 
often in the female in the form of cys- 
tocele, and appears in the male when 
urinary distention results from an ob- 
struction caused by prostatic hypertro- 
phy. An umbrella-like formation is also 
the resulting configuration in acute 
bladder distention in the male when the 
prostatic part of the urethra with its 
hypertrophied lobe herniates into the 
bladder. 


PATHOLOGIC CONDITIONS THAT 
MAY CAUSE CHRONIC CONSTIPA- 
TION 

Constipation is more a clinical mani- 
festation than a disease, and is usually 
the result of an underlying established 
intestinal ailment often accompanied by 
anatomo-pathological changes. The or- 
ganic causes are innumerable and we 
shall mention only a few of them: 

Hypertrophic prostatitis, polyps, stric- 
tures, external and internal hemor- 
rhoids, neoplastic growths along the 





colon, large tumors of the uterus, large 
ovarian cysts, intussusception, volvu- 
the 
bowel through the ligamentum teres or 
through the broad ligament, large slid- 
ing inguinal hernia, diaphragmatic 
hernias, rectocele, cystocele, addiction 
to narcotics, alcoholism, or addiction to 
sedatives. Many infectious parasitic dis- 


lous, intermittent herniation of 


eases of the colon such as amoebiasis or 
histoplasmosis, can cause obstinate con- 
stipation. Cholecystic, pancreatic and 
hepatic diseases may also be responsible 
for retarded elimination. 

A great number of persons in the 
young and middle-aged groups are usu- 
ally afflicted with constipation caused 
by rectocele, cystocele, hemorrhoids, or 
a combination of all. This category of 
affliction is steadily increasing in the 
younger generation. Urethrocele is al- 
most always present when recto-cysto- 
cele is one of the above combinations. 

The problem of “Rectocele, Cystocele 
and Hemorrhoids” was presented by the 
author in a paper which was read at 
the Seventh Annual Convention of the 
International Academy of Proctology in 
New York. It was emphasized that the 
occurrence of constipation is very fre- 
quent and is increasing steadily due to 
the too-short postpartum hospital stay. 
The increase of such disabling condition 
is not a coincidence, but the result and 
the beginning of regimentation by so- 
called non-profit health insurances. 


GASTROINTESTINAL MOTILITY 


Gastrointestinal motility is considered 
to be in physiological limits when the 
ventriculus is able to empty its content, 
depending upon the food ingested, in 
a period of from two to seven hours. 
The intestinal ileum, to complete its 
digestion, requires two to four hours. 
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A certain amount of undigested food 
enters the large bowel through the termi- 
nal ileum into the cecum where the proc- 
ess of dehydration and condensation 
of the chymous takes place. The con- 
sistency of the chyme resulting from the 
process of dehydration in the large 
bowel increases gradually as it advances 
toward the splenic flexure. The con- 
densed material finally reaches the sig- 
moid and rectum from where it is ex- 
pelled at intervals through the defecating 
call. 

The total amount of traveling time 
required for the feces to be transported 
from the cecum to the rectum is usually 
from three to four days. If the progress 
of such material is accelerated, the evac- 
uated content is unformed and watery. 
The frequent passage of watery stools 
is identified as diarrhea. 

Constipation resulting from intestinal 
diseases is better understood when some 
historical facts regarding the introduc- 
tion of animal milk as a source of nutri- 
tion to the infant, child, and adult are 
described. The description of such facts 
may be instrumental in preventing repe- 
tition of errors committed in the past. 


THE USE OF ANIMAL MILK FOR IN- 
FANT NUTRITION 

The use of animal milk for the pur- 
pose of feeding infant, child, and adult 
began in the early 19th century. 

The then existing transportation sys- 
tem from rural to urban areas limited 
the consumption of milk. To overcome 
such difficulties meant to displace the 
cow’s living quarters from rural to ur- 
ban centers. The result was that the 
smountain was moved towards Moham- 
med.” 

The main reasons for establishing 
dairies in the greater urban centers was 
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a direct outgrowth of the alcohol indus- 
try. The distilleries of whiskey and 
brandy produced the “distillery slop” 
which was a by-product of these indus- 
tries. This slop was fed to cows stabled 
nearby and they were milked when in- 
gesting such waste. 

Rereading the old manuscripts from 
the private collection of David M. 
Gwinn of the Pennbrook Milk Company 
of Philadelphia, and reading the anec- 
dote described by Francis Trollope who 
so wonderfully describes how milk was 
produced in Cincinnati in 1828, makes 
it almost believable that the ingestion 
of “distillery slop” made the cows al- 
most addicted to alcohol. The stored 
“distillery slop”, through the further 
process of fermentation, increased its 
alcoholic content, and when consumed 
by the animal, intoxication was the 
result. 

Trollope’s description that 
“many poor city dwellers owned cows 
without having any facilities for sta- 
bling them. The cows roamed at will, 
but came to their owner’s dwelling in 
the morning and evening to be fed a 
mess of boiled corn while being milked. 
Sometimes the cow did not show up and 
that day there would be no milk.” It 
is our belief and opinion that the non- 
showing-up of the cows to get a “mess 
of boiled corn” or “distillery slop” was 
probably the result of a “hang-over” 
from the previous meal which may have 
contained too much spirits. The other 
possibility is that the cows were so 
drunk and frustrated that they didn’t 
care to return. 

Pasteurization of raw milk was adop- 
ted in the United States in 1892, This 
method of fractional sterilization re- 
duced the existing high mortality among 
infants and children. 


reveals 
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FEEDING FORMULA FOR THE IN- 
FANT 

Trials to prepare a milk formula 

closer than any previously used, similar 
to mother’s milk as far as nutrition is 
concerned, was and is attempted contin- 
uously. 
for infant use in the past and present 
claims to have solved this problem. 
_ The question remains: DO WE 
HAVE TO EXPOSE THE NEWCOM- 
ING GENERATION TO THE TRIALS 
OF COWS MILK? ARE WE JUSTI- 
FIED TO USE COWS MILK FOR THE 
NEWBORN? 

An editorial which appeared in “Pulse 
of Pharmacy” had this to say: “If 
babies were not tough, the human race 
would long since have perished.” 

“We recoil with horror at the an- 
cients who threw their punier babies 


Every manufacturer of milk 


into the river, to survive if they could 
or drown if they must. But while we 
have abandoned the trial by water, the 
trial by milk is still with us.” The trial 
by milk has 


learned about the special needs of an 


“minimizes what been 
infant’s nutrition and digestion and 
seeks to determine by trial and error 
what a given infant will tolerate. Why, 





then, the great attachment to cows’ milk? 

One of the layman’s main reasons to 
adhere to the use of cows’ milk is the 
psychological factor of its macroscopic 
similarity to human milk. Other con- 
tributing reasons are: the easy access 
to canned milk, the consensus of the 
medical profession and the high pres- 
sure advertising effects of the dairy in- 
dustry. 

We know that milk of different spe- 
cies differ largely in composition. This 
is not a simple coincidence. Fast grow- 
ing animals need higher concentrations 
of nutritional elements in the milk. Data 
from E. Freudenberg regarding such re- 
quirements are very informative. 

It is proper to mention that “unless 
we are determined to force nature’s 
hand and raise new generations of large 
economy size, it might be wise to take 
a hint from nature and pattern the first 
food of our infants on the milk of the 
human species rather than on that of 
the rabbits.” 


HYBRID PLANT THEORY 


Are the effects of certain agricultural 
products which result from complicated 
methods of artificial cross-breeding ob- 





Fast Growing Animals Need More Protein 


(Data from E, Freudenberg in Fanconi and Wallgren's Textbook of Pediatrics, Basel 1950) 
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Composition of Milk : 
Phosphoric 


Ash Calcium 

%, %, Acid °% 
0.2 0.0328 0.0473 
0.4 0.124 0.131 
0.7 0.160 0.197 
0.77 0.1974 0.284 
0.84 0.2453 0.2928 
0.81 0.2489 0.3078 q 
il .02 a — 
1.33 0.4545 0.5078 
2.50 0.8914 0.9967 
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noxtous to animal and human life? 

Other factors which may influence 
the integrity and future, further de- 
velopment of the gastrointestinal tract 
of human and animal alike are probably 
influenced by the kind and source of 
nutrition which is available. 
is made to agricultural products grown 
by the most complicated and fantastic 
crossings which probably are harmful 
to human and animal life. Such com- 
plicated methods of inter- and cross- 
breedings are encouraged by the har- 
vest of larger crops. 

The resulting agricultural products 
obtained from such hybridization often 
assume unpredictable shapes. The size 
of such products are often enormous 


Reference 


and monstrous in configuration. It 
seems that hybrid plants do not fully 
obey the laws of natural growth per- 
taining to each variety. 

It is known that plants contain in- 
numerable enzymes and alkaloids which 
have specific pharmacological effects on 
digestion, growth, and different meta- 
bolic functions. The specific activities of 
such enzymes and alkaloids have been 
known since ancient times. Through 
the ages each particular enzyme or 
alkaloid has been isolated and studied 
carefully and even used as drugs to dis- 
pose of the unwanted. 

There is no need to describe the im- 
portance of the enzymes in animal di- 
gestion because it is universally known 
that if the plant products are deprived 
of such enzymes there is great inter- 
ference in the process of digestion in 
herbivores with multichambered stom- 
achs. 

Very often the plant enzymes have a 
hormonic action in the human, and 
especially, in the animal body. The 
synthesis of enzymes in plants may be 
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compared to the production of hor- 
mones by the endocrine glands. 

What knowledge do we have about 
the pharmacological products synthe- 
sized during the process of hybridiza- 
tion? It is certain that two hybrid 
plants resulting from the crossing of 
two different varieties are never identi- 
cal, neither morphologically, nor do 
they have similar pharmacologic effects. 

What are the psychological effects in 
the animal body when such hybrids are 
ingested? Can such hybrid plants con- 
tain the seeds and factors that may even- 
tually be responsible for the great in- 
crease of neoplastic disease in general 
and intestinal tumors in particular? 


HOW CAN COWS' MILK BE USED 
SAFELY? 

Modern chemical industries able to 
synthesize organic products may eventu- 
ally develop a method to rid cows’ milk 
of its obnoxious animal-like hormonic 
effects. With the great discoveries ob- 
tained through the splitting of the atom 
we can certainly look forward to the 
day when the resources of energy may 
help us solve the problems. 


HOW CAN AGRICULTURAL PROD- 
UCTS BE USED SAFELY? 

If the production of crops of com- 
mercial purposes are limited to the 
crossing of plant varieties which belong 
to the same family group, following the 
Mendelian law, there certainly may well 
be fewer incidences in the number of 
incongruous plants. The pharmaco- 
logical products obtained from such new 
crossings are to be standardized. 

The chemicals resulting from such 
standardization are to serve as a stan- 
dard for comparison with future simi- 
lar crossings. 
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SOME AVAILABLE DRUGS FOR 
CONSTIPATION 

Recent studies were made by Dr. 
Speisman of Chicago, Illinois, on an 
anti-constipating wetting product which 
seems to have unusually favorable re- 
sults in many forms of constipation and 
responds to certain requirements which 
are expected from an anti-constipation 
drug. 

Speisman confirms earlier reports 
made by James L. Wilson and David G. 
Dickinson, that the penetrating action 
of this new product is unmatched by 
any existing anti-constipation 
drug. It also has the great advantage, 
as reported by the same author, to re- 
quire smaller amounts for its effective- 


other 


ness and there are practically no toxic 
phenomena resulting from prolonged 
use. This product, “Doxinate” is “dioc- 
tyl sodium  sulfosoccinate (Aerosol 
O.T.)”. It has withstood the test of 
time for a period of 13 years, and is 
particularly useful in severe constipa- 
tion, impactions, and atonic colitis 
where the fecal dehydration is increased 
due to longer permanence in the large 
bowel. 

A similar communication was pub- 
lished by Antos in the April edition of 
“Southwestern Medicine” and, interest- 
ingly enough, all the reports described 
by the three investigators seem to come 
to identical conclusions regarding the 
effectiveness of this product. 


It is also worthwhile mentioning that 
clinical and bacteriological studies of a 
new lactobacillus acidophilus concen- 
trate administered orally in a variable 
form providing 100 billion organisms 
daily, which are contained in just 3 
tablets, has a distinct place in the treat- 
ment of certain g.i. disorders. 

Among the metabolic approaches it 
is noteworthy to mention the use of 
choleretics such as “Decholin” with its 
satisfactory results in simple constipa- 
tion preventing the process of excessive 
dehydration of the feces in the large 
bowel. 

Further interest is expressed by in- 
vestigators such as Cantor, in a report 
made in a clinical evaluation of two 
blond psyllium preparations which were 
refined from the outer muciloginous 
coating of Plantago ovata as a bulk 
former. These products are hemicellu- 
loses of natural hydrophilic colloid ef- 
fect, retaining the fluid ingested. In his 
study Cantor compares the therapeutic 
effectiveness of psyllium therapy to the 
newer synthetic bulk laxatives, such as 
methylcellulose and carboxycellulose, in 
the management of various types of con- 
stipation. 

There are many other excellent prod- 
ucts on the market which are very use- 
ful for particular cases. It is the art of 
the physician to select the proper rem- 
edy which is effective and indicated in 
a particular form of constipation. 


Conclusions 


1. Reference is made to the 
gradual deterioration of the natu- 
ral way of life as a result of modern 
civilization. 

2. There is definite evidence 
that gastrointestinal diseases are 


in a steady increase, due to the 
ingestion of denaturated aliments, 
over-consumption of alcohol and 
the addiction to the use of irritat- 
ing laxatives. 

3. The opinion is expressed that 
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the meaning of motherhood and 
the realization of playing the most 
important part in the creation of a 
new generation is lost by excessive 
sedation and the indiscriminate 
use of caudal anesthesia. 

4. Reference is made to the im- 
portant role of Colostrum, which 
is the Almighty’s Rx to acquaint, 
condition and stimulate the specific 
genetic peristalsis of the offspring 
to follow the way of its progenitors. 

5. Documentary evidence and 
vital statistics reveal that infancy 
and childhood diseases and high 
rate mortality occurs mostly in bot- 
tle-fed infants. 

6. Further studies reveal that 
breast feeding is beneficial to the 
mother, and reduces the number of 
neoplastic diseases in general, and 
breast cancer in particular. 

7. Attention is called to the fact 
that the breaking of mother-child 
relationship does not begin with 
the severing of the umbilical cord, 
but originates with the deep pre- 
delivery sedation, and increases 
with the onset of artificial feeding; 
this gradually degenerates into 
juvenile delinquency. 

8. A new theory is introduced 
named “The Endocrine Theory,” 
which applies to all mammals. That 
colostrum and milk of each species 
contains specific hormone factors 
destined to awaken, condition and 
stimulate growth of the GI tract 
in the offspring which will gradu- 


ally develop and acquire the phy- 
logenetic characteristics of its pro- 
genitors. 

9. Attention is brought to “in- 
testinal conflicts” developing in the 
GI tract of the infant and child 
resulting from the effects of speci- 
fic animal hormones contained in 
animal milk. 

10, It is the author’s opinion that 
certain intestinal diseases of the 
infant and child age group are 
nothing more than imitations of 
animal-like peristalsis. 

11. Recommendation is made 
to encourage breast feeding as long 
as feasible for the purpose of pre- 
venting intestinal diseases and con- 
stipation. 

12. Further recommendation is 
made to investigate and find the 
means to remove the endocrine 
hormone products from animal 
milk and by-products and make it 
safely available for public con- 
sumption. 

13. As an alternative to cows’ 
milk when mothers’ milk is un- 
available, the writer recommends 
feedings of plant origin. 

14, Further attention is brought 
to hybrid products in the field of 
agriculture which grow without 
control of the law of nature, and 
it is the author’s opinion that such 
products may contain the seeds re- 
sponsible for the great increase of 
neoplastic disease in general, and 
intestinal tumors in particular. 
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Teaching Affiliation Now Available 

The special courtesy of inviting your colleagues to affiliate 
with the International Academy of Proctology should be 
brought once again to your attention. The Academy is a 
teaching organization, and offers the newer developments in 
proctology to the full proctologist, the general surgeon and 
the general practitioner. 

This is primarily accomplished by means of the Annual 
Teaching Seminars and the American Journal of Proctology. 
You may yourself take an active role in this teaching program 
by inviting your colleagues to affiliate with the Academy. In 
that fashion, you will be making available to them—and 
therefore to their patients—the very best information and 
technical procedures in proctology. 

If you would like an application blank for a colleague, 
please write to the Secretarial Office, 147-41 Sanford Avenue, 
Flushing, Long Island. New York. You best fulfill your 
personal role as an educator by bringing your colleagues 
into the sphere of influence of a teaching Academy such as 
your own. 
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Genito-Urinary | 


Complications in 


Ano-Rectal Surgery 


ROLAND R. CROSS, M.D., F.A.C.S., F.1.C.S.* 


When a proctologist thinks of a urolo- 
gist, he probably simultaneously thinks 
of a patient upon whom he has recently 
operated who has an acute urinary re- 
tention, These usually fall into two 
main groups: 

The first group are those patients 
who have had some anal surgery, such 
as hemorrhoidectomy. These may be 
of any age, and are usually males. If 
this occurs in the older person, one is 
concerned if it is associated with pros- 
tatic enlargement, but when it occurs in 
the younger age group, the proctologist 
feels annoyed. It is true that an en- 
larged prostate, when present, may be 
an aggravating factor. It may, also, be 
a factor in keeping the patient from be- 
ing able to resume voluntarily his own 
control of urination. The proctologist 
would be well prepared for trouble if 
he made a specific appraisal of the pros- 
tate ahead of time, and made specific 
note on the chart as to the size of the 
prostate. Just like all physicians should 
do a rectal examination as part of a 
good physical, so should a proctologist 
carefully examine the prostate and ask 


pertinent questions designed to tell 


Chicago, Illinois 


whether or not the patient had symp- 
toms of prostatism. Thus, the status of 
the prostate is important. 

Equally important is the neuromuscu- 
lar involvement coincident with the fact 
that the innervation of the anus and the 
external urethral sphincter is by way of 
the pudendal nerve. The anal surgery 
sets up such an irritation that it over- 
loads the afferent nerves—setting up a 
strong reflex stimulation through the 
efferent nerves, This spills over in the 
same sensory level to produce a spasm 
of the external urethral sphincter. Many 
neurologists do not accept this idea. 

Most students of the physiology of 
urination believe the main explanation 
of the acute retention phenomenon is 
as follows: 

As you will recall the central point of 
the perineum, a fibromuscular node 
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lying between the ano-rectal junction 
and the apex of the prostate, serves as a 
point of origin for the external and in- 
ternal anal sphincters and the bulboca- 
vernosus muscle, It, also, is a point of 
insertion for the recto-urethral and su- 
perficial transverse perineal muscles and 
for the levator fibers which support the 
prostate. This area is the key region of 
the perineum for it unites the urogenital 
diaphragm and the anus with their 
common substratum, the levators. The 
pain in the anal area is aggravated by 
the fact that in urinating the perineum 
is stabilized by all perineal muscles pull- 
ing on the central tendon of the peri- 
neum, which, in turn, pulls on the irri- 
tated painful anus. As a result, the pa- 
tient will not try hard because it is too 
painful. Like a child, he suppresses 
urination. As a result of (1) pain pro- 
duced by the pull on the perineum by 
the bulbocavernosus and perineal mus- 
cles, (2) over-loading of the reflex arc 
thrcugh the pudendal nerve, and (3) 
some degree of prostatism, the patient 
has an acute urinary retention. 

The treatment is to insert a #18 F. 
Foley catheter and leave it in for four 
or five days, During this period of 
time, the irritation of the anal surgery 
will subside. This reduces the activity 
of impulses through the reflex arc. It 
also will make it less painful for the 
bulbocavernosus muscles to pull on the 
perineum. One may or may not wish 
to irrigate the bladder with normal 
saline once or twice each day that the 
catheter remains inlying. This is not 
mandatory, however, for short periods. 
One should not use boric acid solution. 
The patient can take hot sitz baths while 
the catheter is inlying, and no harm 
will be done and much good may be de- 
rived in speeding the healing of the anus. 
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A bacteriostatic dose of 0.5 gram of 
Gantrisin four times a day will be help- 
ful in keeping down urinary infection. 
This should be continued for two or 
three days after the catheter has been 
removed. Usually these patients will 
void after this treatment unless the pros- 
tatism is too large a part of the picture. 
In the event this is true, prostatectomy 
may be indicated. 

The second main group of patients 
are those with acute urinary retention 
following an abdominoperineal resec- 
tion. In a series of cases reported from 
Hines Veterans Hospital by my col- 
league, Dr. Baumrucker, it was found 
that 20% had either complete urinary 
retention, a high residual urine, or a 
very weak stream. Most of these pa- 
tients, on examination, were found to 
have either prostatic hypertrophy or a 
median bar. But some had seemingly 
no obstruction at the bladder outlet. 
This led to a study of the innervation 
by means of cystometrograms, The 
systometrograms demonstrated some 
decrease in bladder tone postoperatively 
in almost all patients, but more so in 
those who had acute retention without 
obstruction. The degree of hypotonicity 
was, thus, the cause of the urinary re- 
tention in those with no bladder neck 
obstruction, Bandler and Roen have 
noted that a careful separation of the 
rectum close to the bowel wall prevents 
damage to the autonomic plexus. It is 
believed that the retention symptoms 
were enhanced or produced by a sud- 
denly weakened bladder detrusor. Bis- 
querth and Emmett studied 24 cases at 
the Mayo Clinic, and found that 50% 
had no urinary symptoms prior to the 
intestinal surgery. 

Jones, Robinson and Meads noted 
that an occasional patient developed 
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urinary retention after the removal of 
the perineal pack, They believed the 
pack supported the base of the bladder. 
It was felt that pressure on the perineum 
would aid in more completely emptying 
the bladder; and in some few cases it 
does help, but not in many. 

In studying the postoperative care of 
the bladder following abdominoperineal 
resection by the different services, it was 
found that those who left the catheter in 
for two weeks after surgery had a higher 
percentage of patients void immediately. 
Those who practiced removing the cathe- 
ter in four to five days had more pa- 
tients who required reinsertion of the 
catheter. 

This would, also, point up the 
added support to the base of the bladder 
as the perineum granulated in. After 
the catheter has been removed, one may 
try Urecholine in doses of 10 to 15 mgs. 





orally three or four times a day. 

In those patients who never regained 
the power to urinate voluntarily, it was 
necessary to do a prostatectomy. The 
urologist will usually wait until about 
the fourth week before surgical interven- 
tion. In the series of 105 abdomino- 
perineal resections reported by Dr. 
Baumrucker, the prostatectomy was of 
the transurethral type, and these patients 
can void in five or six days. The best 
results were obtained in those with defi- 
nite obstruction at the bladder neck. 
Less satisfactory results were obtained 
in those with no obstruction but with 
definite hypotonic bladders, as shown by 
cystometrogram. Such a_ neurogenic 
bladder may require more than one 
transurethral resection, But in all cases, 
the patients eventually were able to void, 
even though some may require more 
than one resection. 





— physician who is at the same time a philosopher 
is like the gods. There is not a great difference between 
medicine and philosophy, because all the qualities of a 
good philosopher should also be found in the physician: 
altruism, zeal, modesty, a dignified appearance, seriousness, 
tranquil judgment, serenity, decision, purity of life, the 
habit of brevity, knowledge of what is useful and necessary 
in life, reprobation of evil things, a mind free from sus- 
picion, devotion to the divinity.” 
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NINTH ANNUAL TEACHING SEMINAR 
INTERNATIONAL ACADEMY OF PROCTOLOGY 
Business and Scientific Sessions 
THE PLAZA HOTEL, NEW YORK CITY 





SATURDAY, APRIL 27, 1957 


Committee Meetings: 10:00 A.M.—Visual Education Committee 
10:00 A.M.—Convocation Arrangements Committee 
10:00 A.M.—Scientific Sessions Committee 
10:30 A.M.—Convention Committee 
11:00 A.M.—Committee to Study Post-Graduate Courses 
11:30 A.M.—Endowment Fund Committee 
1:00 P.M.—Foreign Chapters Committee 
1:00 P.M.—Research Committee 
1:30 P.M.—International Credentials Committee 
2:00 P.M.—Constitutional Revision Committee 
2:30 P.M.—Budget Committee 
3:00 P.M.—Nominating Committee 
4:00 P.M.—Editorial Committee 
4:30 P.M.—Executive Committee 
8:00 P.M.—Board of Trustees Meeting 


SUNDAY, APRIL 28, 1957 


9:00 A.M.—House of Delegates Meeting 

1:00 P.M.—Board of Trustees Meeting 

6:00 P.M.—Presidential Reception —- Cocktails (Delegates, 
Trustees and Wives) 


MONDAY, APRIL 29, 1957 


6:00 P.M.—Annual Meeting of the International Academy of 
Proctology 

7:00 P.M.—Convocation 
The Commencement Address will be delivered by the 
Honorable Walter H. Judd, M. D., The Representative 
from the 5th District of Minnesota in The Congress 
of the United States, House of Representatives, and 
on the Foreign Affairs Committee. 


FIRST SCIENTIFIC SESSION 
MONDAY MORNING, APRIL 29, 1957 


Chairman: Epwarp J. Krox, M.D. 
Co-Chairman: Pau Lanvis, M.D. 
9:00 A.M.—Registration 
9:30 A.M.—1. Symposium: “Surgical Techniques for Hemorrhoidectomy” 
Moderator: Evwarp T. Wuitney, M.D., D.A.B.S., D.A.B.P., Honorary F.I.A.P., 
Chief, Rectal Clinic, Boston Dispensary; Instructor in Surgery, Tufts 
Medical School, Boston, Massachusetts. 
I. “Classification and Pathology of Hemorrhoids” 
Speaker: GrorGE SHROPSHEAR, M.D., F.A.C.S., F.I.A.P., Senior Attend- 
ing Surgeon, Provident Hospital, Chicago, Illinois. 
II. “Hemorrhoidectomy from Within” 
Speaker: Paut B. Van Dyke, M.D., F.A.C.S., F.I.A.P., Attending Sur- 
geon, Good Samaritan Hospital, Suffern, New York. 
Ill. ‘Thermal Knife Hemorrhoidectomy” 
Speaker: ALFRED J. CANTor, B.A., M.D., F.LA.P., Consulting Surgeon— 
Proctology, Jersey City Medical Center, New Jersey. 
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IV. “Classical Technique for Hemorrhoidectomy” 

Speaker: Carsar Portes, M.D., F.I.A.P., Clinical Assistant Professor in 

Proctology Department, Chicago Medical School, Chicago, Illinois. 
V. “Radical Procedure of Hemorrhoidectomy” 

Speaker: Morris A. Sitver, A.B., M.D., F.A.C.S., F.ILA.P., Associate 

Surgeon, Polyclinic Hospital, Harrisburg, Pennsylvania. 
VI. “Management of Pain With Hemorrhoidectomy” 

Speaker: HermMaN Miter, M.D., Associate in Proctology, St. Agnes 
Hospital, Kensington Hospital, Woman’s Hospital, Philadelphia, 
Pennsylvania. 

Questions and Answers by Panel Members 
General Discussion and Summary 
11:30 A.M.—2. “Practical Hints on the Diagnosis and Treatment of Abscess and Fistulae 
of the Anorectum” 
Speaker: Manure G. SpirsMAN, B.S., M.D., F.IA.P., Associate Professor of 
Proctology, Chicago Medical School; Rectal Clinic, Mount Sinai Hospital; 
Attending Staff, Edgewater Hospital, Chicago, Illinois. 


SECOND SCIENTIFIC SESSION 
MONDAY AFTERNOON, APRIL 29, 1957 


Chairman: Earu J. Hauyican, M.D. 
Co-Chairman: Paut B. Van Dyke, M.D. 
1:30 P.M.—3. “The Problem of Cardiae Arrest in Surgery” 

Speaker: Harotp Miter, F.A.C.S., M.D.. Diplomate on the American Board 
of Surgery, Associate Visiting Surgeon at Boston City Hospital, Instructor 
of Surgery at the Boston University Medical School, and Consultant in 
Surgery, New England Hospital. 

1:50 P.M.—4. “Pathology and Medical Treatment of Ulcerative Colitis’’ 

Speaker: ANTHONY Basser, M.D., F.A.C.P., A.C.G., LL.D., Consulting Gastro- 
enterologist, St. Vincent’s, Polyclinic, Jewish Memorial, St. John’s, St. 
Agnes, New York, New York; Emeritus Professor of Gastroenterology 
Polyclinic, Fordham, New York. 

2:10 P.M.—5. “A Study of the Cause and Control of Ulcerative Colitis” 

Speakers: Harry S. Morton, O.B.E., M.Sc., F.A.C.S., F.R.C.S. (Eng.), F.R.C.S. 
(C), Assistant Professor of Surgery, McGill University; Associate Surgeon, 
Royal Victoria Hospital; Consultant Surgeon, Queen Mary Veteran’s Hos- 
pital; Hunterian Professor of the Royal College of Surgeons of England; 
Surgeon-Captain of the Royal Canadian Naval Reserve, retired, Montreal, 
Quebec, Canada; and Jonn Davis, M.D., M.A., M.E. (Eng.), Biophysicist 
of the A.M.I., Montreal, Quebec, Canada; and B. MArkLANpb, Montreal, 
Quebec, Canada. 

2:30 P.M.—6. ‘Anorectal and Colonic Injuries” 

Speaker: Francisco PUENTE Perepa, B.S., M.D., F.A.C.S., F.LA.P., Chief of 
Gastroenterology, Hospital de Hacienda, Surgeon Staff, Sr., Hospital de 
la Raza; Professor of Surgery, University of Mexico Medical School, 
Mexico, D.F. 

3:00 P.M.—7. “Old Truths In a New Era” 
Speaker: Cotin D. L. Cromar, M.D., F.R.C.S. (Scot.), Ottawa, Canada. 
3:30 P.M.—8. “Lymphoid Tissue Involving the Anorectal Area” 

Speakers: Cyrm Sotomon, M.D., D.A.B.P., D.A.B.M., Director of Labora- 
tories, French Hospital, New York, New York; and Mario E. RAveELo, 
M.D., Resident at Bellevue Hospital, New York, New York. 

4:00 P.M.—29. “Biological Factors Influencing the Management of Carcinoma of the 
Left Colon” 

Speaker: Jacos J. WetnsTEIN, M.D., D.A.B.S., F.A.C.S., F.I.C.S., F.A.C.G., 
F.A.M.W.A., F.I.A.P., Associate in Surgery, George Washington Univer- 
sity School of Medicine and Hospital; Associate in Surgery, D. C. General 
Hospital; Associate in Surgical Research, Garfield Memorial Hospital; As- 
sociate in Surgery, Garfield Memorial Hospital; Executive and Teaching 
Staff, Doctors Hospital, Washington, D. C. 

4:30 P.M.—10. “The Extent of Resection for Carcinoma of the Colon’”’ 

Speaker: Witu1aAM Lewis Amoroso, Jr., M.D., F.A.C.S., D.A.B.S., Clinical 
Instructor in Surgery, Georgetown University; Consultant, Mt. Alto 
Veterans’ Hospital; Attending Surgical Staff, D. C. General Hospital, 
Washington, D. C. 

5:00 P.M.— General Discussion 
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THIRD SCIENTIFIC SESSION TUESDAY MORNING, APRIL 30, 1957 


Chairman: Louis S. Wecryn, M.D. 
Co-Chairman: JoHn P. Wairkus, M.D. 
9:00 A.M. to 12:00 Noon—*“Motion Picture Seminar’ 

The latest developments in anorectal and colon diagnosis and therapy will be 
demonstrated. 

A question and answer period will follow each film, conducted by a combined 
Ano-rectal and Colon Panel. 

Audience selection will determine the order of films shown in each group. The 
number of films to be shown will be determined by the time required for 
discussion, questions and answers after each presentation. 

GROUP I: ANORECTAL SURGERY 

Discussion to be moderated by ALFRED J. Cantor, M.D. 
Ambulatory Proctology 
by: ALFRED J. Cantor, M.D. 
Excision Anal Fissure, Fistulectomy and Hemorrhoidectomy 
With Caudal Anaesthesia 
by: Nem Swinton, M.D., and UrsBan Eversoue, M.D. 
Hemorrhoidectomy — An Inside Job 
by: Paut B. Van Dyke, M.D. 
Verucca — Acuminate — Anal Warts 
by: Paut B. Van Dyke, M.D. 
GROUP II: ANATOMY 
Discussion to be moderated by Edward T. Levy, M.D. 
Surgical Anatomy of the Male Perineum 
by: R. THeoporE Bercman, M.D. 
GROUP III: COLON SURGERY 
Discussion to be moderated by Eart J. Hauiican, M.D.. 
and Dona.tp C. Couns, M.D. 
Polyps of the Large Intestines 
by: Hincer P. Jenkins, M.D. and Associates 
Operative Treatment for Hirschspring’s Disease 
by: Orvar Swenson, M.D. 
Abdomino-Perineal Resection for Carcinoma of the Rectum 
by: RicHarp B. Catre.i, M.D. 
Volvulus of the Sigmoid Colon 
by: HarweELt Wixson, M.D. 
One-State Total Colectomy for Ulcerative Colitis 
by: G. Gavin MILLER, M.D. 
Carcinoma of the Left Colon and Rectum 
by: Water G. Mavpock, M.D. 
> Polyps of the Colon and Rectum 
: Witt1AM D. Hoven, M.D. 
a Ah and Total Colectomy for Ulcerative Colitis 
by: Francis D. Moore, M.D. 
Lymphopathia Granuloma Venereum Proctectomy Abdimino- 
Endo-Anal Anastomosis 
by: Patrick H. Haney, M.D. 
Abdominoperineal Resection of Rectum 
by: Cuar.es J. Ray, M.D. 
Cancer of the Colon and Rectum 
by: Georce E. Brinxtey. M.D., Micuaet R. DeEppisH, 
M.D., LucttLe Losexe, M.D., Maus W. Stearns, Jr., M.D. 
GROUP IV: GENERAL 
Discussion to be moderated by Louis L. Perket, M.D. 
Reduction of Intussusception by Barium Enema 
by: Mark M. Ravitcn, M.D. 
Stress and the Adaptation Syndrome 
(Pfizer Laboratories) by: Hans SELYE, M.D. 
11:00 A.M.—Featuring “The Chemosurgical Method for the Microscopically Controlled 
Excision of Cancer” 

Lecture and Film: Freperick E. Mons, B.Sc., M.D., Associate Professor of 
Chemosurgery, Department of Surgerv. U niversity of Wisconsin Medical 
School, Head of the Chemosurgery Clinic, State of Wisconsin General 
Hospital, Research Associate, McArdle Memorial Laboratory for Cancer 
Research, Madison, Wisconsin. 
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FOURTH SCIENTIFIC SESSION 
TUESDAY AFTERNOON, APRIL 30, 1957 


Chairman: JosepH Sapienza, M.D. 
Co-Chairman: CuHarLes WEIGEL, M.D. 


1:30 P.M.—11. “Psychosomatic Aspects of Proctology” 
Speaker; ALFRED J. Cantor, M.D., F.I.A.P., Consulting Surgeon in Proctology, 
Jersey City Medical Center, Jersey City, New Jersey. 


2:00 P.M.—12. “Abdominal Migraine” 
Speakers: LEstTER S. BLUMENTHAL, M.D., M.S. (Med.), F.A.C.P., Associate in 
Medicine, George Washington University School of Medicine; Director, 
Headache Clinic, George Washington University Hospital, Washington, 
D. C.; and Marvin Fucus, M.D., F.A.C.P., Associate in Medicine, George 
Washington University School of Medicine, Washington, D. C. 


2:30 P.M.—13. “Proctology in Mexico” 
Speaker: ENriqguE GranpE AmpuptA, M.D., F.I.A.P., Proctologist, University 
of Mexico Medical School, Surgeon for Mexican Air Lines, Mexico, D. F. 


3:00 P.M.—14. “A Comparative Study of the Effects of Enemas on the Terminal 
Colonic Segment” 
Speakers: JeEromME H. Epstein, A.B., A.M., M.D., Chief Resident in Medicine, 
George Washington University Hospital; Assistant in Medicine, George 
Washington University School of Medicine, Washington, D. C., and 
CLARENCE R. Hartman, A.B., M.D., Director of Outpatient Department, 
George Washington University Hospital; Associate Clinical Professor of 
Medicine, George Washington University School of Medicine, Washington, 
DAG. 


3:30 P.M.—15. Symposium: “Constipation” 

Moderator: ALFRED L. SoLow, M.D., F.I.A.P., Head, Section of Proctology, 
Department of Surgery, New England Hospital; Proctologist in Charge, 
Rectal Clinic, New England Hospital; Assistant Surgeon, Department of 
Surgery, Rectal Clinic, Boston Dispensary of the New England Medical 
Center; Lecturer in Proctology, Tufts Postgraduate Medical School; Presi- 
dent, Massachusetts Chapter, International Academy of Proctology, Boston, 
Massachusetts. 


I. “Spastic and Atonic Constipation” 
Speaker: PETER D. Comanpuras, B.S.; M.D., M.Sc. (Med.) Associate 
Professor of Clinical Medicine, George Washington University 
Medical School, Washington, D. C. 


II. “Psychosomatic Mechanisms in Constipation and Diarrhea’”’ 
Speaker: Danie. S. JAFFEE, M.D., F.A.P.A., F.A.A.N.: Assistant 
Clinical Professor of Psychiatry, Georgetown University Medical 
School; Visiting Psychiatrist, D. C. General Hospital, Washington, 
DG. 
III. ‘“Post-Operative Constipation” 
Speaker: Pui H. Purein, B.A., M.D., Clinical Instructor in Surgery, 
Georgetown University Medical School; Teaching Attending Staff, 
Garfield Memorial Hospital, D. C. General Hospital, Childrens 
Hospital, Washington, D. C. 
IV. “Constipation from the Proctologist’s Viewpoint” 
Speaker: Louis GotpMan, M.D., F.I.A.P., Chicago, Illinois. 


Questions and Answers by Panel Members 


General Discussion and Summary 
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FIFTH SCIENTIFIC SESSION 
WEDNESDAY MORNING, MAY 1, 1957 


Chairman: Jacosp WEINSTEIN, M.D. 
Co-Chairman: Carsar Portes, M.D. 


9:00 A.M.—16. “Coccyodynia as Related to The Proctologist—Operative and Non- 
Operative Management” 
Speaker: AntHuR R. Wein, M.D., A.O., George Washington University Hospi- 
tal, Washington, D. C. 


9:30 A.M.—17. “Malformations of the Ano-Rectum Requiring Treatment in the Neo- 
natal Period” 
Speaker: Leonarp L. Dietz, M.D., Clinical Instructor in Surgery, Georgetown 
University School of Medicine, Washington, D. C. 


10:00 A.M.—18. “Sacral Decubitus and Proctologic Complications” 
Speaker: Jacos RetcHert, M.D., F.1.A.P., Memorial Hospital; Good Samaritan 
Hospital; St. Luke Hospital; Phoenix, Arizona. 


10:30 A.M.—19. ‘Pilonidal Cyst” 
Speaker: Dr. Fco. Victor ALVAREZ GONZALEZ, M.D., F.I.A.P., Hospital Cen- 
tral S.C.O.P., Mexico, D. F. 


11:00 A.M.—20. “Practical Management of Pruritus Ani” 
Speaker: Witt1aM LIEBERMAN, B.A., M.D., F.A.C.G., F.IA.P., Attending 
Proctologist, The Unity Hospital, Brooklyn, New York. 


11:30 A.M.—21. “Anorectal Manifestations of Cutaneous Diseases” 
Speaker: Murry M. Rosinson, A.B., M.D., F.A.C.S., Instructor in Dermatology, 
Georgetown University School of Medicine; Instructor in Dermatology, 
Howard University School of Medicine, Washington, D. C. 


12:00 Noon— Discussion 


SIXTH SCIENTIFIC SESSION 
WEDNESDAY AFTERNOON, MAY 1, 1957 


Chairman: FRANCISCO PUENTE PEREDA, M.D. 
Co-Chairman: Lyman McBrype, M.D. 


1:30 P.M.—22. “Fluid Electrolyte Imbalance in Diarrheal Diseases” 
Speaker: StaNLEY MiKat, M.D., F.A.C.S., D.A.B.S., Associate in Surgery, 
Tufts University Medical School, Boston, Massachusetts. 


2:00 P.M.—23. “Treatment of the Anemias of Colonic Diseases with Blood Trans- 
fusions: Its Uses and Abuses” 
Speaker: Jack J. RHEINGOLD, M.D., Associate in Medicine, George Washington 
University Medical School; Consultant in Hematology, Walter Reed Army 
Hospital, Mt. Alto Veterans’ Hospital, Emergency Hospital, and St. Eliza- 
beth Hospital, Washington, D. C. 


2:30 P.M.—24. Symposium: ‘“Amebic and Bacillary Dysentery” 
Moderator: R. B. H. Grapwout, M.D., Sc.D., Pathologist, Christian Hospital; 
Director, Gradwohl School of Laboratory Technique, St. Louis, Mo.; 
Author of Clinical Laboratory Methods and Diagnosis. 


I. “Laboratory Aspects of Amebic and Bacillary Dysentery” 
Speaker: R.B.H. Grapwout, M.D., Sc.D., Pathologist, Christian Hos- 
pital; Director, Gradwohl School of Laboratory Technique, St. 
Louis, Mo.; Author of Clinical Laboratory Methods and Diagnosis. 


II. “Mechanisms of Pathogenicity in Amebiasis” 

Speaker: Bruce P. Puiiures, Ph.D., Parasitologist, Laboratory of Tropi- 
cal Diseases, National Institute of Health, Bethesda, Maryland; 
and the Lobund Institute, University of Notre Dame, Notre 
Dame, Indiana. 


III. “Bacillary Dysentery in Mexico—Clinical and Therapeutic Aspects” 

Speaker: Pepro Ramos, M.D., F.A.C.G., F.L.A.P., Director del Hospital 

§.C.O.P.: Professor of Gastroenterology, University of Mexico 

School of Medicine; Member of the Academy of Medicine of 

Mexico; Secretary of the Mexican Chapter of the Gastroenterology 
Association, Mexico, D. F. 
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IV. “Amebic Dysentery in Mexico—Clinical and Therapeutic Aspects” 
Speaker: GuiLLeERMo Haro Y Paz, M.D., F.A.C.G., F.LA.P., Clinical 
Professor of Gastroenterology, University of Mexico School of Medi- 
cine; General Hospital of Mexico; Hospital $.C.O.P.: Member of 

the Mexican Association of Gastroenterology, Mexico, D. F. 


= 


“Biology of Chronic Amebiasis” 


Speaker: James G. SHarFer, B.S., Sc.D., Professor and Chairman of 
Department of Microbiology and Public He: alth, Chicago Medical 
School, Chicago, Illinois. 


VI. “Clinical Aspects of Chronic Amebiasis”’ 

Speaker: Wituiamt H. Suiars, M.D., Clinical Associate, Department 
of Medicine, Chicago Medical School; Chief, Chicago Medical 
School Gastrointestinal Clinic, Mt. Sinai Hospital; Associate, The 
Fantus Gastrointestinal Clinic, Cook County Hospital; Research 
Physician, Hektoen Institute, Cook County Hospital; Attending 
Physician, Weiss Memorial Hospital, Chicago, Illinois. 

VII. “Surgical Complications of Amebic Dysentery: Presentation of a 

Case” 

Speaker: JosepH A. Sapienza, B.S., M.D., F.A.C.S., F.I.C.S., F.LA.P., 
Chief of aeeey Department of ‘Surgery, Lawrence General 
Hospital, Lawrence, Massachusetts; Senior Surgeon, Clover Hill 
Hospital, Lawrence Massachusetts; Senior Surgeon, Bon Secours 
Hospital, Methuen, Massachusetts. 


Questions and Answers by Panel Members 


General Discussion and Summary 


SEVENTH SCIENTIFIC SESSION 
THURSDAY MORNING, MAY 2, 1957 


Chairman: Carro. J. BELLIs, M.D. 
Co-Chairman: Donatp C. Couns, M.D. 


9:00 A.M.—25. “Cytologic Diagnosis of Rectal and Colonic Conditions” 
Speaker: BERNARD M. CHapman, B.S., M.D., Attending Surgeon Edgewater 
Hospital, Associate in Surgery, Chicago Medical School; Chicago, Illinois. 
9:30 A.M.—26. “Pathological Aspects of Bowel Obstruction” 
Speaker: GrorcE J. Ruxstinat, B.S., M.D., F.LA.P., Clinical Professor of 
Pathology, Loyola University, Stritch School of Medicine; Pathologist 
Loretto and Holy Cross Hospitals, Chicago, Illinois. 
10:00 A.M.—27. ‘“‘Acute Obstruction of the Large Bowel” 
Speaker: ALEC Horwitz, A.B., M.D., M.S. (Surg.), Associate Clinical Professor 
of Surgery, George Washington University School of Medicine, Washington, 


10:30 A.M.—28. ‘Small Bowel Obstruction Following Abdominal Perineal Resections” 
Speaker: Epwarp J. Krot, B.S., M.D., F.A.C.S., F.A.C.G., F.I.A.P., Depart- 
ment of Surgery, Stritch School of Medicine, Loyola University; Senior 

Attending Surgeon, Holy Cross Hospital, Chicago, Illinois. 


11:00 A.M.—29. “A Technique for Right Hemicolectomy” 
Speaker: O. B. Dickinson, M.D., F.R.C.S. (Eng.), F.R.C.S.(C), F.LA.P.; 
Scarborough General and Edith Wall Hospitals, Scarborough, Ontario, 
Canada. 


11:30 A.M.—30. “The Anorectal Junction and Carcinoma Arising From It; Histological 
Considerations” 
Speaker: Henry Grinvasxy, M.D., D.A.B.P., Former Assistant Chief of Gastro- 
intestinal Section of the Armed Forces, Institute of Pathology; Associate 
Pathologist, Mt. Sinai Hospital, Chicago, Illinois. 


12:00 Noon— Discussion 
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EIGHTH SCIENTIFIC SESSION 
THURSDAY AFTERNOON, MAY 2, 1957 


Chairman: MANUEL G. SpresMAN, M.D. 
Co-Chairman: WILLIAM LIgEBERMAN, M.D. 


1:30 P.M.—31. “‘Surgical Management of Cancer of the Colon in the Aged” 
Speaker: ANNELLA Brown, M.D., E.A.C.S., Surgeon in Chief, New England 
Hospital; Assistant in Surgery, Massachusetts Memorial Hospital; Instruc- 
tor in Surgery, Boston University School of Medicine, Boston, Massa- 
chusetts. 


2:30 P.M.—32. ‘‘Extensive Colotomy for The Intraluminal Location of Elusive Polyps 
and Tumors; A Preliminary Clinical Report’ 
Speaker: Dona.p C. Cotuins, B.A., M.D., F.A.C.S., F.LC.S., F.A.C.C., F.A.C.G., 
F.A.A.A.S., F.ILA.P., M.S. (Path. & Surg.) Sc.D., Assistant Professor of 
Surgery, College of Medical Evangelists; Late Visiting Surgical-Pathologist, 
Los Angeles County General Hospital; Member, Senior Attending Staff, 
Hollywood-Presbyterian Hospital, Hollywood, California; Member, Senior 
Consulting Staff, St. Joseph’s Hospital, Burbank, California. 


2:30 P.M.—33. “Treatment of Hepatic Metastasis From Carcinoma of the Sigmoid 
and Colon” 
Speaker: Invinc ArtEL, M.D., F.A.C.S., Assistant Professor of Surgery, New 
York Medical College; Surgeon, Pack Medical Group, New York, N. Y. 


3:00 P.M.—34. ‘SA New Modality for the Therapy of Cireumscribed Neoplastic Lesions” 
Speakers: JosEpH GREENBERG, B.A., M.D., Physician in Charge, Isotope Labora- 
tory, Long Island Jewish Hospital, New Hyde Park, New York; Civilian 
Consultant, Radioisotope Laboratory, U. S. Naval Hospital, St. Albans, 
L. I, New York; and Horace C. Duprey, Captain (MSC) U. S. Navy, 
B.A., Ph.D., Head, Radioisotope Laboratory, U. S. Naval Hospital, St. 
Albans, L. I., New York; Research Consultant, Isotope Laboratory, Long 
Island Jewish Hospital, New Hyde Park, New York. 


3:30 P.M.—35. “tA Philosophy of the Over-All Care of the Cancer Patient” 
Speaker: Carvin T. Kiopr, M.D., D.A.B.S., F.A.C.S., Assistant Clinical Pro- 
fessor of Surgery, George Washington University; Cancer Coordinator, 
George Washington University; Director Cancer Clinic, George Washing- 
ton University Hospital; President, Washington Chapter of The American 
Cancer Society, Washington, D. C. 


4:00 P.M.—36. “Carcinoma of the Colon and Rectum — The 1957 Viewpoint” 


Speaker: Eart J. Hauuican, M.D., F.A.C.S., F.LC.S., F.I.A.P., F.A.C.G., Pro- 
fessor of Surgery, Seton Hall College of Medicine; Director of Surgery, 
Surgeon-in-Chief, Medical Center, Jersey City. Surgeon-in-Chief, St. 
Francis Hospital; Visiting Surgeon, Margaret Hague Hospital; Consulting 
Surgeon, St. Mary’s Hospital, Hoboken, New Jersey. 


4:30 P.M.—37. ‘‘The Development of an Absolute Immunity in Experimental Animals 
and a Relative Immunity in Human Beings Due to a Necrosis of Malig- 
nant Tumors” 

Speaker: ALFRED A. Strauss, M.D., The Irving Freund Research Foundation, 
Surgical Services of the Michael Reese, Mt. Sinai, Franklin Boulevard and 
Louis A. Weiss Hospitals, and the Aaron Weiner Foundation for Cancer 
Research, Chicago, Illinois. 
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Beoautif~ul Door Prizea 


to those who attend the Ninth Annual 
Convention of the 


INTERNATIONAL ACADEMY OF PROCTOLOGY 


The Plaza Hotel, New York City, April 29, 30, May 1, 2, 1957 
Each physician's registration card will be numbered. Drawings* will be held 
the night of the Banquet. It is not necessary to attend the Banquet 
to win any one of the following prizes: 





INHALER SET _ 
One “Duke” University Inhaler, Model M, together with one bottle of Trilene for use 
with the inhaler, has been donated by Ayerst Laboratories, makers of Trilene. 


GIFT BOX | 
One Gift Box of Bristol Myers Products — contains Bufferin, Ammens Powder, Ipana 
Tooth Paste, Trushay Hand Lotion, Vitalis Hair Preparation, and Ban Deodorant. 


NORMA COMBINATION PENCIL AND ZIPPO LIGHTER 
Ciba Pharmaceutical Products, manufacturers of Nupercainal and other products, has 
donated these two attractive items. 


SPEIDEL WATCH BRACELETS 
Desitin Chemical Company, makers of Rectal Desitin Ointment, has contributed six 
of these beautiful watch bands. 


SUPPLY OF SKIN CLEANSER 
One supply of Acid Mantle Soapless Skin Cleanser was contributed by the manufac- 
turer, Dome Chemicals, Inc. 


TRAVEL KIT 
One Deluxe man’s leather travel kit with two compartments — one for toilet articles, 
the other for electric razor, cuff links, etc., has been contributed by Fuller Pharma- 
ceutical Co., manufacturers of Hydrocil and Tucks. 


GIFT CERTIFICATE 
This gift certificate is good for an assortment of delectable Wisconsin Cheeses. It was 
contributed by Otis E. Glidden and Co., Inc., makers of Zymenol and Zymelose. 


STEAK KNIFE SET 
This beautiful set of knives will be particularly pleasing to the lady of the house. 
Contributed by Mead Johnson and Co., manufacturers of Colace and Peri-Colace. 


TRAVEL ALARM CLOCK 
This beautiful leather encased clock was contributed by Organon, Inc., manufacturers 
of Trevidal. 


TIE BAR AND CUFF LINKS 
One pair of cuff links with matching tie bar, (with an inscribed caduceus) has been 
donated by U. S. Vitamin Corporation, makers of Pantho-F Cream. 


DESK SET 
Set consists of a letter opener and scissors in a pigskin leather case. Both are made of 
Spanish Toledo Steel. The eyes and shank of the scissors and handle of the opener 
are engraved in vari-colored Gothic designs. The shank, eyes and handle are pure gold- 
plated. Also donated by U. S. Vitamin Corporation. 


BEAUTIFUL IMPORTED APOTHECARY JARS 
These fine German Apothecary Jars are perfect for office decoration (if your wife will 
part with them). The AMERICAN JOURNAL OF PROCTOLOGY, Official Publica- 
tion of the International Academy of Proctology, is donating four of these jars as 
individual prizes. 


°Officers and employees of the Acadamy are not eligible to win any of the above prizes. 
ploy 5 














Mew Banquet 


OF THE 


[ oe | Academy of Proctology 


THURSDAY, MAY 2ND, 1957 


THE PLAZA HOTEL 


NEW YORK, N. Y. 


COCKTAILS 6:30 P.M. SUBSCRIPTION 
DINNER 7:30 P.M. 15.00 PER PERSON 
R.S.V.P. DRESS OPTIONAL 
DANCING 


ENTERTAINMENT 























Preventing 


Hemorrhoid 


Recurrence 


SIDNEY VERNON, M.D., F.A.C.S., F.I.C.S., F.1.A.P. 


Hemorrhoidectomy corrects the local 
pathology; the prevention of recurrence 
vequires treatment of the cause of 
hemorrhoids, which is increase of pres- 
sure within the hemorrhoidal venous 
sinuses. Increase of pressure may result 
from intra-abdominal pressure with 
bowel evacuation especially in consti- 
pation or dyschezia. Heavy lifting with 
poor postural protection also causes 
pressure in hemorrhoidal areas. The 
habit of relaxed buttocks leads not only 
to inadequate protection of the anus, 
but also to poor posture. When intra- 
abdominal pressure is increased through 
arduous effort, counterpressure of the 
gluteus muscles prevents stretching of 
hemorroidal venules. 

A military school taught its students 
to attain correct posture by holding a 
valuable coin between the buttocks while 
marching, walking, or standing. This 
increased the tone of the anterior ab- 
dominal muscles as well as the muscles 
which protect the anal orifice. This 
muscle effort teaches erect posture, and 
also good laboring habits. 

Excess pressure on the hemorrhoidal 
plexus occurs with improper bowel 
habits. Failure to respond to the urge 
may lead to constipation. Resisting the 
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Willimantic, Connecticut 


urge blunts the reflex which co-ordinates 
evacuation. Forcing at stool to over- 
come a blunted bowel reflex distends 
the hemorrhoidal plexus. 

When a rectal sensory impulse is not 
followed by defecation, inhibition 
blunts the delicate sensorimotor com- 
plex. The natural mechanism may re- 
awaken after relaxation and waiting. 
Peristalsis of the bowel empties the sig- 
moid and the voluntary assistive effort 
empties the anus. Assistive effort before 
peristalsis is reactivated makes a barrier 
against efficient function. It increases 
sphincter tone at the anus. Increased 
tone may become a focus for initiating 
reverse peristaltic waves. A hemorrhoi- 
dectomy patient should not interfere 
with the natural reflex. 

For bulk the water-absorbing gels or 
a vegetable diet plus adequate hydra- 
tion should be added. Laxatives to over- 
come constipation may be essential, but 
their injudicious use may lead to hem- 
orrhoid congestion. Temporary use of 
enemas may be necessary. 

Proper habits of posture and bowel 
function are desirable to prevent re- 
currence of hemorrhoids. 


59 High Street 
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Uleerative 


Colitis 


Questionnaire 


This questionnaire has been submitted to leading au- 
thorities for their opinion. Ulcerative Colitis remains a 
medical enigma, and the opinions expressed show a 
great range of conflicting thought. The answers which 
follow are those received from Dr. William Z. Fradkin 


of Brooklyn, N. Y. 


Please feel free to comment far be- 
yond the “Yes—No” type of reply. 
There can be no Yes and No answers 
for many of these questions, and 
elaboration on a separate sheet of 
paper, indicating the corresponding 
number of the question being an- 
swered, may be required. 


ETIOLOGY 


Q. Ulcerative colitis is a disease of 
unknown etiology. 

A. No. To say that ulcerative colitis, 
acute or chronic, is of unknown etiol- 
ogy, is misleading and not factual. 
Pathogenic bacteria or protozoa or both 
can cause ulcerative colitis. Shigella ul- 
cerative colitis and amebic ulcerative 
colitis are recognized entities. 

Let us face the facts. Stools are 
rarely studied microscopically and cul- 
turally early in the onset of ulcerative 
colitis. | Proctoscopies or sigmoidos- 
copies are rarely performed early in the 


onset of ulcerative colitis. The diag- 
nosis is usually made months and years 
after all types of treatments and anti- 
bacterial drugs have been administered. 
By then the etiology is difficult if not 


impossible to determine. 


Q. The etiology of ulcerative colitis is 
basically one of stress. (psychogenic) 


A. No. The etiology of ulcerative colitis 
is basically one of infection, in my opin- 
ion, rather than stress. Stress may be 
considered a contributing factor. Some 
believe that ulcerative colitis is not an 
infection because no epidemics have 
ever been reported. Have there been 
epidemics of pneumonia or meningitis? 
Such reasoning is fallacious when we 
think of intestinal infection as it occurs 
today in modern sanitary communities. 


Q. The etiology of ulcerative colitis is 
bacterial. 
Yes. May be. 
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A sequel of acute bacillary dysentery 
Yes. May be. 


Bargen's diplostreptococcus 
Yes. May be. 


Bact. necrophorum 


Yes. May be. 


Streptococcus mitis 


Yes. May be. 


B. Morgani 
Yes. May be. 


Other bacteria (please name, together 
with references or supporting opinions 
and literature.) 

Shigella Alkalescens, Salmonella ba- 
cilli, Tubercle bacilli, B. Proteus (?). 
A. Ulcerative colitis may be caused by 
a number of pathogenic bacteria. Those 
enumerated are by no means the only 
ones potentially pathogenic to the large 
bowel. 


Q. The etiology of ulcerative colitis is 
protozoal. 
A. Yes, may be. Ulcerative colitis may 


be caused by a protozoan parasite. This 
does not mean that every case of ulcera- 
tive colitis is caused by a protozoan 
pathogen. We know that pneumonia has 
a variable etiology. Similarly, ulcera- 
tive colitis has a variable etiology, in 
my opinion. 


©. Ulcerative colitis is due to allergy. 
A. No. Allergy may be a contributing 


factor, 


Q. Ulcerative colitis is due to deficiency 
states. 
A. No. Same comment as preceding 


question. 
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Q. The etiology of ulcerative colitis, in 
my opinion, is as follows: 

A. The etiology of ulcerative colitis, in 
my opinion, varies from patient to pa- 
tient. It is basically an infectious di- 
sease caused by one or more pathogenic 
Malnutrition in an anxious, 
tense, worried individual will favor in- 
testinal infection. Careful microscopy 
and culture of the fresh stool or exudate 
as well as sigmoidoscopy early in the 
onset of the disease are essential diag- 
nostic procedures generally neglected by 
the first attending physician. The uni- 
employment of antibacterial 
agents before or during stool studies is 
perhaps responsible for the existing 
confusion in etiology. 


agents. 


versal 


TREATMENT 


Q. The major features of the diet | re- 
commend are as follows: 

A. A diet rich in proteins, carbohy- 
drates, minerals and vitamins, low in 
fat and low in residue; foods that are 
absorbed, appetizing though 
bland, nonstimulating to peristalsis, and 
non-allergenic. 


easily 


Q. Irrigations and local applications 
have the following indications: 
A. Indications: 1. During convales- 


cence, and when the disease is confined 
or involves the left colon. 2. Local ap- 
plications in the form of hot moist com- 
presses for severe abdominal cramps. 
3. Hot sitz baths for local rectal irrita- 
tion. 


Q. Vaccine therapy has the following 
indications: 
A. Indications: 1. During convales- 


cence when a bacterial pathogen is iso- 
lated; 2. When foci of infection are 
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present, its bacterial pathogen is in- 
cluded in the vaccine. 


Q. The Besredka type of antivirus is of 
value in Ulcerative Colitis, (Indicate ex- 
tent of value in your opinion}. 

A. I have no experience with the Bes- 


redka type of antivirus therapy. 


Q. General 
therapy. 
A. The most important principle to re- 


comments on vaccine 


member in vaccine therapy is to ad- 
minister the smallest possible dose that 
will cause a mild local reaction with- 
out systemic symptoms; also not to ad- 
minister the subsequent dose before the 
site of the previous injection is com- 
pletely free of tenderness; also not to 
use any vaccine to which the patient is 
sensitive or toxic. 


Q. Antibiotic Therapy is of value in 
ulcerative colitis. 


A. Yes, 


Q. List the antibiotics of choice, in their 
order of preference. (Please indicate 
average dosage of each. 

A. It is difficult to list the antibiotics 


of choice in their order of preference. 
The physician of course prefers the an- 
tibiotics to which the patient is respon- 
sive and not sensitive. The dosage of 
each and the path of its administration 
will also depend upon the type and se- 
verity of the infection at the time of 
treatment. The list below may perhaps 
be found useful:— 
Penicillin—300,000 units i.m. or 600,- 
000 units orally daily. 
Dihydrostreptomycin—1 gm. i.m. or 
2 gms. orally daily. 
Chloromycetin—250 mg. to 500 mg. 
q-6h., 


Erythromycin—200 mg. q.6h. 
Terramycin i.m. in acute stages only. 


@. Sulfonamide Therapy is of value in 
ulcerative colitis. 


A. Yes. 


Q. List the sulfonamides of choice, in 
their order of preference. Please indi- 
cate average dosage of each. 

A. Following is a list of sulfonamides 


preferred: 
Sulfathalidine—1l gm.q.4h. 
Sulfaguanidine—1 gm.q.6h. 
Azulfidine—1 gm.q.6h. 
Nisulfazole—l1 to 2 ozs. as a retention 
enema daily. 


Q. The following drugs or prescriptions 
are recommended to control diarrhea 
in chronic ulcerative colitis. 

A. The diarrhea in ulcerative colitis is 


best controlled by elimination of food 
irritants, psychic irritants and bacterial 
irritants. The first is controlled by the 
strict adherence to the colitis diet. The 
second is controlled by sedatives and 
a kindly approach to the patient’s com- 
plaints. The third irritant is controlled 
by antibacterial drugs as enumerated 
above. Codein sulphate, grains 4 q.4h. 
may be necessary for several days. It 
is vital to remember that the complete 
control of the diarrhea is not desirable 
and may be definitely contra-indicated 
in the presence of toxemia and fever. 


Q. Opiates should rarely be used in 
chronic ulcerative colitis. 
A. Yes. Opiates should rarely if ever 


be used in ulcerative colitis. The in- 
duction of premature constipation will 
cause retention of toxic products, in- 
terference with intestinal drainage, and 
pre-dispose to penetrating ulceration 


146 THE AMERICAN JOURNAL OF PROCTOLOGY 








and intestinal perforation. It gives the 


physician a false sense of security. 


Q. Early surgery is indicated before the 
patient is completely debilitated. 
A. Even if early surgery were indicated, 


it would be extremely difficult, if not 
impossible, to determine the exact pe- 
riod before the patient is completely de- 
bilitated. If one is to adopt certain cri- 
teria for this “before” period then there 
certainly will be hundreds of patients 
with unnecessary ileostomies and colec- 
tomies. The present over-emphasis on 
surgery in ulcerative colitis leads the 
general practitioner, the internist as 
well as the gastroenterologist, to a hope- 
lessness with medical care which is grad- 
ually being transmitted to thousands of 
patients. I would prefer greater em- 
phasis on the prevention of the numer- 
ous exacerbations and complications of 
ulcerative colitis which ultimately lead 
to ileostomies and colectomies. Another 
point of emphasis worthy of constant 
reiteration is that each patient suffering 
with ulcerative colitis presents an indi- 
vidual problem of diet, drug and psy- 
chosomatic management. In this era of 
“miracle drugs,” nutritional knowledge 


and psychiatric insight, a more hopeful 
and reassuring attitude of the physician 
is desired by the public. An attitude 
of hopelessness and incurability with 
threats of predisposition to malignant 
degeneration do not serve the best in- 
terests of the patients or the medical 
profession. 


Q. Surgery should be used only after 
medical therapy has failed, unless there 
are complications. 

A. Yes. Surgery should only be con- 


sidered in chronic ulcerative colitis if 
satisfactory medical and nursing care 


has failed. 


Q. The operation of choice is as follows: 
A. The operation of choice is a perma- 
nent ileostomy with total colectomy in 
one or two stages. To be frank, I must 
state that in my 25 years of experience 
in this field surgical intervention was 
only rarely required. If I were asked 
to name the main reasons for such suc- 
cessful therapy the list would include 
an early etiologic diagnosis, control of 
infection, maintenance of good nutri- 
tion, good nursing care and a sympa- 
thetic unhurried approach to each prob- 
lem as it develops in each patient. 





Academy—lInternational Secretary 
General Honored. 


Dr. Earl J. Halligan, International Secretary General of 
the International Academy of Proctology, has recently been 
appointed as Associate Dean and Professor of Surgery of 
the Seton Hall College of Medicine. Dr. Halligan is also 
Director of the Department of Surgery of the Jersey City 


Medical Center. 


Dr. Louis L. Perkel, Honorary Fellow of the International 
Academy of Proctology, has been appointed Professor of 
Gastroenterology of the Seton Hall College of Medicine. 

Dr. Perkel is the Director of the Department of Gastro- 
enterology at the Jersey City Medical Center. 
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EDITORIAL 


CRITICISM 


Remember that unjust criticism is 
often a disguised compliment. It indi- 
cates your stature, and often the lack 
of stature of your critics. 

Unjust criticism only means that you 
have aroused jealousy and envy. 

Dale Carnegie said, “even if you and 
I are lied about, ridiculed, double- 
crossed, knifed in the back, and sold 
down the river by one out of every 6 
of our most intimate friends—let’s not 
indulge in an orgy of self-pity. Instead, 
let’s remind ourselves that that’s pre- 
cisely what happened to Jesus. One of 
his 12 most intimate friends turned 
traitor for a bribe that would amount. 
in our modern money, to about $19.00. 
Another one of his 12 most intimate 
friends openly deserted Jesus the mo- 
ment he got into trouble, and declared 
3 times that he didn’t even know Jesus 
—and he swore as he said it. One out 
of 6! That is what happened to Jesus. 
Why should you and I expect a better 
score?” 

Did you know that General Grant was 
arrested and his army taken from him 
6 weeks after achieving his greatest vic- 
tory in the field? He was arrested be- 
cause he had aroused the jealousy and 
envy of his arrogant superiors. 


Schopenhauer said, “vulgar people 
take huge delight in the faults and fol- 
lies of great men.” 

When Robert Hutchins was inaugu- 
rated as president of the University of 
Chicago at the age of 30, criticism from 
older educators and newspaper editorial 
writers was overwhelming. The elder 
Hutchins had the answer when he was 
told of the criticisms of his son. He 
said, “it was severe, but remember that 
no one ever kicks a dead dog.” He was 
certainly right about that! 

Jenner was denounced the length and 
breadth of England when he advocated 
preventive smallpox vaccination. Every- 
one accepts vaccination for smallpox as 
a matter of course today, and the name 
of Jenner is revered. 

Semmelweiss was thrown out of every 
hospital, and was finally driven mad, 
when he advocated that physicians 
should wash their hands before attend- 
ing women in childbirth. Today the 
name of Semmelweiss is honored. Mil- 
lions of women owe their lives to the 
man who was ridiculed by his Medical 
Society and colleagues. 

The great Pasteur was denounced as 
a “mad fool” by the scientists and physi- 
cians of his day. 

The Mayos were denounced and hated 
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Better visualization and smoother manipulation 
permit improved techniques 


This small, compact procto-sigmoidoscope incorporates improved fea- 
tures in rectal snares, grasping forceps, telescopic attachments and 
variable size speculum. 

Included with the instrument are two proctoscope tubes (10” work- 
ing length) of 1” and %” diameters. Each tube is equipped with an 
obturator and a specially designed light carrier which focuses a 
brilliant beam of light on the distal end without interfering with the 
visual field. 

The adjustable telescope attached to the flange of the proctoscope 
tube is swung into position when needed, providing visualization with 
8 power magnification. The efficiency and serviceability of the triple- 
jawed grasping forceps and of the revised Frankfeldt snare have 
been greatly increased. The Yeomans biopsy punch, 3 lens inflating 
caps, an insufflation bulb and a variable size speculum are also 
provided with the instrument. 





Full information sent on request 


(ystoscope Makers, Inc. 


* FREDERICK J. WALLACE, President + NEW YORK 59, N. Y 





unjustly and unfairly by many physi- 
cians in Minnesota. The Mayo com- 
petition was more than they could take. 

Remember what Lincoln said in 
answer to his savage critics: “If I were 
to try to read, much less to answer all 
the attacks made on me, this shop might 
as well be closed for any other busi- 
ness. I do the very best I know how— 
the very best I can; and I mean to keep 
on doing so until the end. If the end 
brings me out all right, then what is 
said against me will not matter. If the 
end brings me out wrong, then 10 angels 
swearing I was right would make no 
difference.” 

Let us always remember that you 
won't be criticized unless you stand 





head and shoulders above the crowd. It 
is only then that you offer a target. 
Unjust criticism is the lot of the out- 
standing man. It is the weapon of the 
petty mind. 

The work of Jenner, Semmelweiss, 
Pasteur, the Mayos, Sims, (who was 
thrown out of Women’s Hospital—the 
hospital he founded), and many other 
leaders of medicine and surgery will live 
on long after their critics are dead, 
buried and forgotten. 

Always remember that unjust criti- 
cism is only a disguised compliment. It 
means you're good and the little fellows 
envy you. 

With Lincoln, let us continue to do 
the very best we know how. 





Anorectal Glands 


The intramuscular glands of Herrmann’*®:'* considered by 
Gorsch"' to be the only true preformed glands of the anorectal 
region, are located in the pecten. The glands, six to eight in 
number, are usually described as flask-shaped swellings in the 
internal sphincter with several tubular branches extending 
from this ampulla through the external sphincter and ending 
blindly in the intramuscular connective tissue.’*:**** Tucker 
and Hellwig** thought that the glands empty into the mouths of 
the crypts of Morgagni, and that their function is secretory. 
Since the glands are directly connected with the lumen of the 
bowel, they drain with difficulty when infected. The develop- 
ment of a fistulous tract may depend on the location and extent 
of these intramusclear glands.** ** 


The observations of several authors’®: **:** point to these pre- 


formed tubular ducts as a major factor in the frequency of anal 
infection, particularly since they extend upward toward the 
crypts of Morgagni. The glands should not be confused with 


the crypts of Morgagni. 


—Ambulatory Proctology (Second Edition 
1952) by Alfred J. Cantor, M.D. 
Pages 3 and 4. Paul B. Hoeber, Inc. 
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Du Em Graiee in his Manual of Proctology 
RECOMMENDS THIS TREATMENT 
on PRURITUS ANI 


“Treatment is directed mainly to keeping the perianal skin 
free of feces... The patient must be made to understand 
that there is a permanent and direct relationship between 
perianal soiling with feces and the itch,” states Dr. Granet. 
He suggests: 





DOMEBORO TABS (DOME) —1 
Aqua oz. 16 
Fiat solutio 


Sig: Apply as wet dressing and repeat 
after every bowel movement. 





AVAILABLE: 
Tablets (individually cel- 


i) lophaned) in cans of 12, 
100, 500 and 1,000. Packets 


DOME (single dose) 12 and 100. 














ACID MANTLE 


CREME—pH 4.2—DOME 





Before retiring, following cleansing and drying of the 
perianal skin, Dr. Granet suggests: Acid i Mantle 7 
Menthol 0.2 
sanaag ; 0.3 Sig: Apply to perianal 
Salicylic Acid 1.0 = skin upon retiring. Place 
Benzoic Acid 2.0 generous supply of Creme 
ACID MANTLE CREME on sterile tissue or soft 
(DOME) q.s.ad 60.0 cloth; do not use standard AVAILABLE: 
Misce et fiat creme bathroom paper. +d: teen den. 


and 16 oz. jars. 


This treatment will also be found beneficial where allergic 
reaction results from use of antibiotics. 











*The Year Book Publishers, Inc., Chicago. 1954 


DOME ormc2:5."5: 
109 W. 64th ST. NEW YORK 23, N.Y. 





In Canada: Professional Sales Corp., 5333 Queen Mary Rd., Montreal, P.Q. 











BOOK REVIEWS FOR PROCTOLOGISTS 


CURRENT THERAPY 1956 edited by Howard 
F. Conn., M.D..—published by W. B. Saund- 
ers Company—632 pages. 


The eight edition of this annual series offers 
the busy practitioner a very useful book. The 
concept of author rotation brings new meth- 
ods and ideas to each edition, guaranteeing 
—in fact—a new book. Of course, universally 
accepted concepts are continued in this vol- 
ume as in previous volumes. 

Proctologists and gastroenterologists will 
find an excellent section on diseases of the 
digestive system. 

There is much of value in this text for the 
general practitioner and for the specialist in 
every field. 


INTEGRATED GYNECOLOGY—Principles and 
Practice by |. C. Rubin, M.D., Formerly 
Clinical Professor of Gynecology, College 
of Physicians and Surgeons, Columbia Uni- 
versity, and Formerly Clinical Professor of 
Obstetrics and Gynecology, New York Uni- 


versity; Josef Novak, M.D., Professor of 
Obstetrics and Gynecology, University of 
Vienna, and Formerly Clinical Professor of 
Gynecology, College of Physicians and Sur- 
geons, Columbia University, The Blakiston 
Division, McGraw-Hill Book Company, Inc., 
New York, Toronto, London, 1956. 3 Volumes. 
Volume I—623 pages—218 figures. Volume 
2—530 pages—164 figures. Volume 3—716 
pages—129 figures. Price $60.00. 


The authors point out that “specialization, 
in the best modern sense of the term, means 
steeping oneself in a particular field of med- 
ical knowledge while being ever alert to 
all noteworthy facts established in other 
branches of medicine.” There is no doubt 
that there is a tendency at present for spe- 
cialists to increase their “contact with gen- 
eral medicine rather than confine their inter- 
est to a limited region of the body.” 

The authors conclusion that “in this sense 
present day gynecology is not merely a sci- 
ence concerned with diseases of the female 
sex organs; it is a science of woman in health 





PAINLESS Rectal Surgery! 





The goal of the proctologist achieved: 








@ RECTOCAINE permits 





@ RECTOCAINE offers freedom from pain both before and after 
surgery! 


immediate ambulation! (Ambulatory 


Proctology—Cantor} 


@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


—RECTOCAINE 


Boxes of 6, 
25, or 100 5cc. 
sterile ampuls. 


The Oil Soluble Anesthetic of Choice. 
Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


C. F. KIRK Co., 521 W. 23rd St., N. Y. 11, N. Y. 
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and in disease’—indicates the scope of the 
integrated gynecology text. 

This is a novel viewpoint in textbook writ- 
ing, and one that makes the set of great 
vaiue to the general practitioner as well as 
to ihe specialist. There is an excellent chapter 
on reciprocal relations between gynecology 
and other branches of medicine. This chap- 
ter will be of particular interest to the gen- 
eral practitioner. 

Volume I covers anatomy and embryology, 
the gynecologic examination, congenital ano- 
molies, injuries to the female sex organs, 
toxic agents, deformities and displacements, 
and inflammatory diseases. 

Volume II develops the subject further in 
terms of tumors of the female sex organs, 
constitutional disorders as related to gyneco- 
logy, and disorders of reproduction. 

Volume III gives extensive consideration 
to the relationship between reproduve and 
other body systems, even including the eye, 
ear, nose and throat. The gastroenterolo- 
gist and proctologist will find an interesting 
section on the relationship between the gastro- 
intestinal tract and the female sex organs. 

Gynecologic symptomatology is also con- 
sidered, as is physiotherapy and operative 
gynecology. 

The books are very well written, the il- 
lustrations are excellent, and this reviewer 
considers these writings to be a definite con- 
tribution to the literature. 


THE CLINICAL RADIOLOGY OF THE ESOPH- 
AGUS by Marcel Brombart, Chef du Service 
de Radiodiagnostic a la Clinique de Paepe, 
Brussels, Belgium. Introductions by 
Auguste and L, Deloyers. 466 pages, 337 
illustrations, extensive index. Masson and 
Co. publishers, Paris, France, 1956. 


The roentgenological examination is the 
most important and easiest one to demon- 
strate pathology of the esophagus. Brombart, 
of Brussels, has had tremendous experience 
in this field and has published a great number 
of papers. He has written a book which will 
become one of the fundamental reference 
works. He describes the pharynx, the dif- 
ferent parts of the esophagus and the cardia. 
There is a special chapter on functional 
troubles and on all pathological changes. Some 
other interesting points are: extrinsic in- 
fluences on the pharynx and the diverticula 
near the cardia. We would like to point out 
the chapter on esophagitis and the chapter 
on ulcers of the esophagus. There are 337 
illustrations and all of them are clear and in- 
structive, probably more instructive than ihose 
found in most other books. Each chapter has 
an extensive bibliography. The book is written 
in French. The print is clear and the illustra- 
tions are so good that even to someone who 

—Continued on following page 
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TUCKS are always ready, always 
comforting. TUCKS’ emollient med- 
ication stays in continuous contact 
with the wound without danger of 
overtreatment. 


TUCKS are especially indicated in— 


® hemorrhoids and other anorectal 
lesions 


@ colostomy and ileostomy 


@ following episiotomy; anorectal 
operations 


@ routine wound cleansing and dressing 
supplied: In economical jars of 40 and 


100—each with plastic envelope to 
hold a day’s supply. 
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does not read French, the book is highly 
recommended. This book is also recommended 
to internists, gastroenterologists, radiologists 
and surgeons. The quality of the book by the 
Publishers, Masson and Co. is excellent. 
Franz J. Lust 


THE NEUROSES IN CLINICAL PRACTICE by 
Henry P. Laughlin, M.D., Assistant Clinical 
Professor of Psychiatry, George Washington 
University School of Medicine; Head, Psy- 
chiatry and Neurology Division, Suburban 
Hospital, Bethesda, Maryland; Consultant 
in Psychiatry, Walter Reed Army Medical 
Center. W. B. Saunders Company, Philadel- 
phia, London, 1956. 802 pages. 33 Tables. 


This is an excellent volume describing the 
neuroses, and illustrating with case histories, 
as observed by the author in his clinical 
practice. It covers diagnosis, symptoms, 
psychodynamics and treatment. 

The nature and origins of anxiety and the 
anxiety reactions given very special considera- 
tion. 

The text is very complete, and although it 
is written by a psychiatrist, the language is 
sufficiently general to be understood by the 
general practitioner. 

The brief case history presentations are 
useful as illustrations, and will assist the 
reader in following the text material. 


TEXTBOOK OF ENDOCRINOLOGY edited by 
Robert H. Williams, M.D., Executive Officer 
and Professor of Medicine, University of 
Washington Medical School, Seattle. Con- 
tributors: William H. Daughaday, Peter H. 
Forsham, Harry B. Friedgood, John Eager 
Howard, Edward C. Reifenstein, Jr., William 
W. Scott, George Van S. Smith, George W. 
Thorn, Lawson Wilkins, Robert H. Williams. 
The W. B. Saunders Company, Philadelphia, 
London. 1956. 776 pages. 173 figures. Second 
Edition. 


This excellent text is now in its second 
edition, and is truly up to date in every way. 
Medicine has advanced particularly rapidly 
in endocrinology. The work of Dr. Hans 
Selye, in the field of Stress, has given im- 
petus to general as well as to medical interest 
in endocrinology. 

Contributors to this text are all authorities 
and the writing is generally good. 
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Fundamental principles are well covered, 
and the text reviews both diagnosis and treat- 
ment of the endocrinopathies. It also describes 
hormone therapy in nonendocrine disorders. 

Diagnostic tests in endocrinology are given 
a separate chapter and include a discussion 
of protein-bound iodine, the radioiodine tests, 
thyrophin tests, serum cholesterol, etc. 

The newest hormone preparations are ade- 
quately described. Illustrations are good. 

The general practitioner may be especially 
interested in the chapter on obesity. Indeed, 
the entire book should be of special interest 
to the general practitioner, in addition to of- 
fering an excellent reference work for the 
practicing endocrinologist. 


THE DIAGNOSIS OF THE CANCER OF THE 
STOMACH AT A FAVORABLE STAGE (Le 
Diagnostic du Cancer d'estomaca la Periode 
Utile) by Rene A. Gutman, Medecin des 
Hospitaux de Paris. 257 pages, 155  illus- 
trations in the text, 342 illustrations on 96 
plates. G. Doin & Co., Paris 1956. 


Rene A. Gutman has just published a new 
book which deals with the gastric carcinoma 
at a favorable stage. Gutman has studied this 
topic for many years and had already pub- 
lished dealing with this condition in 1939. 


Every gastroenterologist and radiologist has 
been confronted with the problem of an early 
recognition of cancer. Any number of cases 
are seen in which the roentgenological studies, 
even the most thorough ones, have failed to 
make the correct diagnosis. It is at this point 
that new book fills an important gap. In over 
three hundred roentgenograms, the author 
shows early cancerous involvement of the 
stoniach, its development, and the differential 
diagnosis. Not only peptic ulcers, but also 
antral gastritis, benign fibrosis, hypertrophy of 
the pylorus and gastritis belong to the condi- 
tions, which are occasionally indistinguishable 
from beginning carcinoma. It is Gutman’s opin- 
ion that cancer of the stomach is much slower 
in its development than previously expected. 
Many cases are reproduced, which showed 
obscure clinical symptoms before a cancerous 
growth was definitively evident. The roentgero- 
grams of the early periods published in this 
book will be studied by many who will benefit 
from this publication. The book is written in 
French. However, extensive summaries in Eng- 
lish are given at the end of each chapter. The 
reproductions are excellent and instructive. 
This is a book which can be recommended to 
all those interested in this field: internists, 
surgeons, radiologists and gastroenterologisets. 
We want to congratulate Dr. Gutman on his 
new publication. 

Franz J. Lust 
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Newer Medieinals 


Adenoplex, U.S. Standard Products Company, 


Mount Prospect, Illinois. An injectable, each 
cc of which provides adenosine 5-monophos- 
phate 25 mg., cyanocobalamin 50 mcg., 
niacin 25 mg., and thiamine hydrochloride 
10 mg. Indicated for relief of symptoms in 
varicose vein complications, thrombophle- 
bitis, phlebectomy, bursitis, tendinitis, osteo- 
arthritis, polyneuritis. Also pruritis ani, vulvae, 
etc. Dose: Inject intramuscularly starting with 
| ce daily until relief is obtained, then 1 cc 
2 or 3 times weekly, as required, Sup: 10 cc 
multiple-dose vials. 


Convertin-H, B. F. Ascher & Co., Inc., Kansas 


City, Missouri. A tablet containing homa- 
tropine methylbromide 2.5 mg., betaine hy- 
drochloride 130 mg., oleoresin ginger 1/600 
gr., pancreatin equiv. 250 mg, Indicated in 
the treatment of nervous indigestion, spastic 
colitis, constipation, gallbladder dysfunction, 
mild diabetes, psoriasis and disorders of fat 
metabolism. Dose: One or two tablets with 
or just after meals. Sup: Bottles of 84 and 
500. 


Doxinate 240 mg., Lloyd Bros., Cincinnati 3, 


Ohio. Yellow transparent capsule containing 
optimal dosage form of dioctyl sodium sulfo- 
succinate for effective fecal softening. Dose: 
Adults, one capsule daily. Sup: Bottles of 
15 and 100. 


Silicote Liquid Spray Skin Protective, 


Arnar-Stone Laboratories, Inc., Mount Pros- 
pect, Illinois, An aerosol spray application 
containing 33'/3% silicone in a specially 
prepared petrolatum base, Indicated for 
skin protection against contact irritants and 
to promote healing of chapped, irritated, or 
macerated skin due to external irritants. 


Dose: As directed. Sup: 3 oz, spray dis- 
pensers. 


Synacol, Reed & Carnrick, Jersey City 6, New 


Jersey. A capsule containing scopolamine 
methylbromide | mg., guar gum 420 mg., 
and dioctyl sodium sulfosuccinate 20 mg. 
Indicated in the treatment of spastic con- 
stipation, mucous colitis or functional diar- 
rhea. Dose: Initially—two capsules 2, 3 or 4 
times daily as necessary with full glass of 
water, When normal elimination patterns are 
restored, dosage may be reduced, Contra- 
indicated in patients with glaucoma. Sup: 
Bottles of 50, 


Pantho-F 0.2% Cream, U. S. Vitamin Corp., 


New York 17, New York, Lower-strength 
dosage form of Pantho-F Cream containing 
0.2% hydrocortisone with 2% pantothenylol. 
Indicated for skin disorders in treatment of 
extensive skin areas or where therapy is long 
continued. Application: Clean affected area, 
then gently rub in a small amount of cream 
2 or 3 times daily or as required, Sup: Tubes 
of 15 Gm. and 2 oz., Jars of | |b. 


TRAL Filmtab, Abbott Laboratories, North 


Chicago, Illinois. Each Filmtab contains 25 
mg. TRAL (hexocyclium methylsulfate). Also 
available with phenobarbital 15 mg, Indi- 
cated in conditions where anticholinergic 
effect is desired, useful in management of 
peptic ulcer and g.i. disorders associated 
with hyperacidity and hypermotility and in 
certain spastic conditions of the intestinal 
tract. Dose: One Filmtab 4 times a day, 
before meals and at bedtime, or as directed 
by physician. Sup: Filmtabs plain or with 
phenobarbital in bottles of 100. 
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Benzocaine is ‘the best topical anes- 
thetic." 

Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations."'3 


No sensitivity exhibited by any of er ° . ‘ 
1000 pallens in gutted discal Americaine Topical Anesthetic Ointment 
studies, 3. 4, 5, 6,7, 8 provides a unique weapon for the proctolo- 
gist for fast, prolonged relief from post- 


. Tainter, M. L. ot Winter, L.: Anesthe- 
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3. Schmitz, H. E. et al: West.J. Surg., Ob., i‘ * ae = 

aa, 59:117 a : operative cases. Only Americaine contains 
4. White, C. J. and Madura, J. W.: Post- H . ° 

a a. ae a the unusually high concentration of 20% 
. Horwitz, B.: Am. J. Surg., 81:81 dissolved benzocaine—a simple, potent for- 


. Finkel, M. et al: Ind. M. & S., 17:12 
. Laibe, J. E. F.: Ill. Med. J., 102:266 
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mula—for more profound topical anesthesia. 
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AMERICAINE AEROSOL 

automatic spray-on topical anesthetic. 
Quick, non-traumatizing application 
to areas of excruciating pain. 





AMERICAINE LIQUID— 


For instillation into cavities and 
canals. 
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LETTERS 


TO 
THE EDITOR 


The Post-Operative Rectum 


Dear Sir: 

One question occurs to me as | write 
this, since | have only been doing proc- 
tology for about a year, and that is this: 
I have been searching the literature for 
a complete description of the postopera- 
tive rectum, That is, I would like to see 
detailed illustrations of what a rectum 
from which internal and external hemor- 
rhoids, skin tags, redundant mucosa, 
crypts and fissures have been removed 
in all quadrants, and perhaps a proc- 
totomy and/or pectenotomy done should 
ideally look like during various stages of 
healing and upon complete healing, what 
has happened to the Columns and Crypts 
of Morgagni, and what the anorectal 
line ideally looks like as an example in 
the perfectly operated case with opti- 
mum results, which means—there is no 
stricture, anatomical distortion, or func- 
tional defect. Numerous articles have 
tech- 
niques for achieving the optimum re- 
sults; all different—open, semi-closed, 
and closed techniques, yet very few 
articles include a follow-up-study, either 


appeared describing numerous 


diagramatic or pictorial of the end re- 
sults achieved and the appearance of 
the anus and rectum and perianal skin 
in a month, two months, three months, 


six months, and a year. Obviously it is 
—Concluded on page 239 


THE AMERICAN JOURNAL OF PROCTOLOGY 











Laboratory Aspects 
of Amebic 
and Bacillary Dysentery 


Amebiasis is caused by the Enda- 
moeba histolytica. Definitive diagnosis 
of amebiasis can be made only by posi- 
tively identifying the parasites in the 
feces and tissues. Differential diagnosis 
We must differ- 


entiate amebic from bacillary dysentery 


is sometimes difficult. 


or other forms of dysentery and from 
such diseases as chronic colitis, gastritis. 
enteritis, chronic appendicitis, and food 
allergy. Mixed infections may add to 
the difficulty in diagnosis. 

The character of the stools is impor- 
tant. The typical stool of bacillary dy- 
sentery is inoffensive, alkaline, and con- 
sists of bright red blood, pus, and mu- 
cus, with but little fecal material. There 
are numerous polymorphonuclear leu- 
kocytes, with no eosinophiles, and a fair 
number of epithelial and endothelial 
cells, with a moderate amount of non- 
motile bacilli. On the other hand, the 
amebic stool is offensive, acid. and con- 
sists of adherent blood and mucus. and 
of much fecal material. Red blood cells 
show degenerative changes and form 
adhesive masses. Streptococci are the 
predominating bacteria. The total cellu- 
lar exudate in amebiasis is scanty. In 
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R. B. H. GRADWOHL, M.D.* 
St. Louis, Mo 


chronic relapsing cases with extensive 
healed lesions the roentgen ray exami- 
nation may be helpful. 

One can detect the E. histolytica in 
the stools, in the material obtained by 
proctoscopic examination, in the aspi- 
rated contents of liver abscesses, and 
in sections of tissues. Ordinarily stool 
examination is sufficient. Identification 
of the parasite is based upon finding the 
trophozoites in freshly passed feces and 
in demonstration of the cysts in feces of 
chronic cases and carriers of E. histoly- 
tica. One will find difficulty in trying to 
differentiate the precystic forms of E. 
histolytica from those of E. coli. 

Identification of E. histolytica is not 
easy. It requires training in learning the 
characteristics of the various amebae. 
There are five species of ameba which 
may be found in the intestine of man: 
Endamoeba coli, Endolimax nana, loda- 
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moeba williamsi (formerly called buts- 
chlii). and Dientamoeba fragilis. Only 
one, the E. histolytica, has been shown 
definitely to be pathogenic. Therefore. it 
differentiate E. 
histolytica from the other 
amebae. The recognition of the tropho- 
zoite of E. histolytica is comparatively 
easy in a frank case of dysentery. This 


becomes necessary to 


harmless 


diagnosis is based upon the actively 
progressive and directional motility and 
the red blood cell contents in the living 
organism. 

The trophozoites observed in 
stained preparation appear as more 
or less rounded, colorless, refractive or- 


un- 


ganisms 15 to 60 microns in diameter 
with an average size of 18 to 25 microns. 
They show hyaline ectoplasm and finely 
granular endoplasm, usually well differ- 
entiated, especially when the organism is 
moving about. As a general rule. the 
nucleus is not observable in a fresh 
specimen but can be seen in the form of 
a ring of small refractive granules with- 
in the cytoplasm. In fresh feces the 
trophozoites contain neither bacteria 
nor nutritional vacuoles, but these may 
be present in the endoplasm of dead and 
degenerated forms. The presence of red 
blood cells in -the endoplasm is almost 
pathognomonic in the differential diag- 
nosis of this species since E. coli shows 
red blood cells in the endoplasm of its 
trophozoites only very exceptionally. 
Pseudopodia may be long and nar- 
row or short and wide. They project 
rapidly. They are extensions of hyaline 
ectoplasm within which the granular 
endoplasm is thrown. so that motion re- 
sults. This motion is so active in fresh 
feces that there is no clear differentia- 
tion between ectoplasm and endoplasm: 
the pseudopodia seem to be projections 
of total cytoplasm. As the feces cool. the 





movement of the ameba becomes slower 
and there may be seen, first, the projec- 
tion of the hyaline ectoplasm which 
forms the pseudopodia and. second. 
the projection of granular endoplasm 
into the pseudopodia. Later the ameba 
loses its motility; or motility is very 
slow until the protozoan dies and be- 
comes rounded. 

The following characteristics may be 
pointed out in identification of the tro- 
phozoites of E. histolytica: active pro- 
gressive and directional motility, ecto- 
plasmic pseudopodia. and ingested red 
blood cells in the living organisms. 

The trophozoite and the precystic 
form have only one nucleus while ma- 
ture cysts have four, and exceptionally. 
eight nuclei. Consequently there are 
intermediate stages between the precys- 
tic form and the mature cyst, known as 
immature cysts, which have two or three 
nuclei. It is necessary to recognize these. 

Cysts appear as round, hyaline bodies. 
with a cyst membrane which is more 
refractive than the rest of the cytoplasm. 
The dimensions vary widely from small 
types which produce cysts 3.5 to 12 
microns in diameter, to large types 
which produce cysts 12 to 20 microns in 
diameter; they may range from 3.5 to 
20 microns in diameter. 

In fresh specimens the nuclei are 
barely perceptible, the cytoplasm ap- 
pears colorless and refractive, free from 
all nutritional inclusions, and in young 
or immature cysts, glycogen vacuoles 
may be observed. When stained with 
Lugol solution. cysts are yellow. the 
cytoplasm loses its refractivity and ap- 
pears finely granulated, nuclei stand out 
clearly, and the glycogen contained in 
the vacuoles stains a mahogany red 
color. The glycogen vacuole attains its 
maximum size in uninucleated cysts. 
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In immature ovoid or rod- 
shaped bodies are observed: these are 
called “chromatoid bodies.” The nature 
of these bodies has not been definitely 
determined. They stain a deep black 


with iron-hematoxylin. They usually dis- 


cysts, 


appear in older, mature cysts. 

The characteristic diagnostic struc- 
tures of the cysts of E. histolytica are to 
be found in the nucleus. The nucleus of 
E. histolytica is and 
dark. due to chromatin arranged on the 
inner surface of the nuclear membrane: 


small. discrete. 


there is a minute centrally placed kary- 
osome. 

The cysts of E. histolytica are differ- 
entiated in iodine preparations from 
those of other parasitic amebae by find. 
ing one to four nuclei. minute central 
karyosome. and glycogen mass_ with 
large chromatoid bars. Trophozoites or 
vegetative forms of E. histolytics are 
found in liquid or semi-liquid stools and 
the cystic forms in formed stools. 

Cysts of E. coli are spherical or spher- 
oidal and vary in size from 10 to 30 
The membrane 
which surrounds them presents a_ well 
marked double contour. They are orig- 
inally uninucleate. Usually eight nuclei 
are considered typical of mature cysts. 
They contain a large amount of glyco- 
gen and often lack chromatoid bodies: 
such bodies. when present. are needle- 
shaped and sometimes joined together. 
forming large or small clusters. 

The cysts of Endolimax nana are 


microns in diameter. 


frequently spherical. with 
four nuclei in the mature state. The 
nuclei have the same characteristics as 


ovoid. less 


those found in the trophozoites. They 
are barely visible in fresh specimens. 
The karyosome is large. irregular, excen- 
tric, and without peripheral chromatin. 
Cysts measure approximately 8 to 10 
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microns along the longer axis. The 
young stages frequently show glycogen. 
distributed diffusely or concentrated in 
vacuoles, sometimes resemble 
those found in Iodamoeba. Dobell de- 
scribes the occasional presence of fila- 
ments which stain black with iron hema- 


which 


toxylin. 

lodamoebae williamsi (butschlii) are 
small organisms 5 to 20 microns in 
diameter. The nucleus has a well-defined 
membrane which encloses a thick, spher- 
ical. excentric karyosome surrounded by 
achromatic granules. In the cyst, these 
are arranged like a half moon. The cysts 
are 5 to 18 microns in diameter. often 
uninucleate. at The 
nucleus is difficult to see. A glycogen 
vacuole characteristically is found: it 


times binucleate. 


occupies a large part of the cyst. When 
stained with iodine, it appears as a well- 
defined mahogany-colored mass. 
Dientamoebae fragilis are easily de- 
stroyed for which reason the name fra- 
gilis has been given this species. They 
disintegrate readily in fresh specimens 
and in Lugol’s solution. They are very 
small, 4 to 12 microns in diameter. The 
ectoplasm and endoplasm are clearly 
differentiated. They hyaline. 
transparent pseudopodia which resem- 
ble those of E. histolytica although they 
are not formed with the same rapidity. 
The nucleus is the most outstanding 
characteristic. There are often two nu- 
clei. which are vesiculated. with delicate 
nuclear membrane, without peripheral 
chromatin. with karyosomes 
formed by dense chromatin granules. 


project 


central 


Cysts are unknown. 
Collection of the 
Stools must be absolutely 
must be examined within a few minutes 
after collection. otherwise the amebae 
disintegrate and these sensitive micro- 
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organisms either die or are so outgrown 
by secondary microorganisms that it is 
difficult to find them. The most suitable 
portion for examination is the mucus. 
If no mucus is found, samples are taken 
from the surface and also from the inner 
portions of the specimen. Postcathartic 
stools must be examined when seeking or 
detecting carriers of E. histolytica. Such 
stools are collected after the patient has 
received from one to three teaspoonfuls 
of magnesium sulphate in one-half glass 
of water before breakfast. The samples 
for examination are collected from the 
second bowel movement. 

D’Antoni, in 1942, described a method 
which consists of a cleansing enema 
about one to one and one-half hours be- 
fore sigmoidoscopy. Then an enema 
with about two liters of tepid saline is 
given. The last part of the returned 
enema fluid is used for the examination. 
Finally, aspiration samples are taken 
from the bowel walls through the sig- 
moidoscope. When a cathartic is given 
before the postcathartic 
stools may also be collected. 

Another method of collecting the 
specimen is the rectal examination by 
the swab of Hardy and Watt, which 
consists of a 10 to 12 cm. piece of rub- 
ber tubing of 0.18 cm. outside diameter. 
fitted over a regular throat swab. The 
throat swab is prepared from a wooden 
applicator with one end covered by roll- 


the enema, 


ing cotton tightly over it. Before use, the 
end of the applicator is inserted just 
inside the rubber tube. The end of the 
tube is lubricated and inserted for a 
distance of about 5 or 6 cm. into the 
rectum. The swab is then exposed by 
withdrawing the tube 2 or 3 cm. The 
swab is gently rotated and then with- 
drawn within the tube. and the whole is 
withdrawn from the patient. The tubing 


is discarded into a container and ster- 
ilized by boiling. The swab is used im- 
mediately to make a stained slide for 
examining for protozoa. Because of the 
lubricant, the fecal material on the 
swab cannot be used for saline and io- 
dine-stained suspensions for direct ex- 
amination. 

Demonstration of Trophozoites 
of Intestinal Amebae by the PVA 
Technique This furnishes the physi- 
cian with a means of preserving these 
fragile organisms for subsequent exam- 
ination and study. The two vial method 
must be used when shipping specimens 
from a distance. In one vial is mixed a 
small portion of freshly passed stool 
with the polyvinyl alcohol-fixative. The 
other vial is empty and should receive a 
small portion of the fecal specimen for 
other studies, such as fresh examination 
or cyst examination. 

Preparation of the PVA-Fixative 
Reagents 

1. Modified Schaudinn’s Solution 


Glacial acetic acid ..... 5.0 c.c. 
| Sere ere 1.5 c.c. 
Schaudinn’s solution .. .93.5 c.c. 


(2 parts of saturated aqueous solution 

of mercuric chloride and 1 part 95% 

ethyl alcohol). 

2. Polyvinyl Alcohol (PVA) 

Powder* mais 2 5 gram 

Heat the modified Schaudinn’s solu- 
tion to 75° C., and while mechanically 
stirring, add the PVA powder slowly. 
After cooling, the solution should be 
clear and free of lumps. The PVA-fixa- 
tive remains satisfactory for several 
months and can be used either at room 
temperature or heated to 50° C. 


* Produced by E. I. du Pont de Nemours & 
Co., Inc., Electrochemical Department, Niagara 
Falls, New York, and designated as "'Elvano 
90-25. 
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Preservation of Specimens with 
?PVA-Fixative Specimens can be fixed 
ind preserved either directly or on 
microscope slides or in vials. Fix the 
specimens immediately after passage 
from the patient, before the organisms 
lose their characteristic morphology. 

On microscopic slides: A drop of the 
dysenteric stool or other material is 
placed on a microscope slide and mixed 
with three drops of the PVA-fixative. 
The mixture is then spread over ap- 
proximately two-thirds of the glass sur- 
face. The slide is maintained in a hori- 
zontal position until the film is thor- 
oughly dried (preferably overnight at 
37°C.) The dried films remain satis- 
factory for staining for many months. 

In vials: A quantity of the specimen is 
introduced into a vial containing three 
or more parts of the PVA-fixative and 
thoroughly mixed. Smears for staining 
can be prepared immediately (or months 
later) by spreading a drop or two of 
the mixture over the surface of a slide. 
Do not have the films too thick. Smears 
must be thoroughly dry. 

Staining of the PVA-Films The 
Heidenhain iron-hexatoxylin procedure 
gives best results. The method is as fol- 
lows: 

1. Fix in a mixture of 2 parts of sat- 
urated aqueous solution of mercuric 
chloride (corrosive sublimate) and 1 
part of alcohol, 20 to 60 minutes. (Put 
the specimen on cover glasses, not slides. 
Spread with needle. Float on the surface 
of a Petri dish containing the fixative. 
face downward, then turn them around 
with forceps, face upward. They sink.) 

2. Pour off the sublimate-alcohol; put 
it back into the bottle. Pour on iodo- 
alcohol. (Alcohol 70% with enough 
tincture of iodine to give a light port- 
wine color). 
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3. Let stand 20 or 30 minutes. Pour 
off. 

4. Place in 70% alcohol one hour or 
longer (24 to 48 hours). Pour off. 

5. Iron alum 4% (this is ferric alum) 
for one hour. Pour off. 

6. Stain 
hematoxylin, 1%. 

This is made by dissolving 1 gram of 
hematoxylin in 10 c.c. of 95% alcohol 
and diluting to 100 c.c. with distilled 
water. It should not be used for at least 


one hour in Heidenhain 


four weeks. 

Next. wash in water. Carry oui this 
step thoroughly. using two separate con- 
tainers holding at least one liter of water 
each. If the preparations are not thor- 
oughly rinsed, an excess of the mordant 
is carried over into the hematoxylin so- 
lution, making decolorization difficult. 
and the amebae are likely to appear a 
dirty yellow color with indistinct nuclei. 
instead of showing a clear gray cyto- 
plasm with sharply defined and clear- 
cut black or deep purple nuclei. 

7. Differentiate with 2% iron alum 
in a dish with a cross marked on the 
bottom to designate one. two, three, and 
four minutes’ immersion. Take out the 
thinnest after one minute; the thicker 
specimens are differentiated longer. 

8. Place in water. 

9. Wash in running water for 20 
minutes. 

10. Place in various ingredients for 
the final dehydration in small bottles: 
60, 70. 80. and 96% alcohol, absolute 
alcohol. and two changes of xylol. 

11. Dehydrate as for paraffin sections. 

12. Mount in Canada balsam or gum 
damar. 

This gives one the differential points 
for the recognition of the cysts of E. 
histolytica. 

If the microscopie examination fails, 
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one must have recourse to cultural 
methods, and serologic tests. 

Complement Fixation Test Bozi- 
cevich, Hoyem, and Walston. in 1946. 
described a complement fixation test for 
amebiasis which eliminated most of the 
difficulty hitherto encountered with this 
test. In a personal communication from 
Bozicevich, we were told that the test 
has not been modified by him and his 
co-workers since they originally pub- 
lished it. “The crucial point in the test 
is the antigen. We have not been able 
to prepare a pure antigen and the 
amount of antigenic material we obtain 
is very small indeed. Consequently, the 
test is limited by the small amount of 
antigenicity obtained from the cultured 
material. I believe that the test in extra- 
intestinal infections is important and 
very useful. This antigen is not avail- 
able commercially. Consequently. ordi- 
nary laboratories are not able to per- 
form this test because the antigen is not 
available.” 

In other words, while the complement 
fixation test is reliable. particularly in 
extra-intestinal infections, not enough 
antigen is available commercially for it 
to be used as a routine measure. 

Liver Abscess Invasion of the liver 
is a necrotic affair resulting in multiple 
or small areas. The foci coalesce, ne- 
crosis is complete, an abscess is formed. 
with a definite contour with a fibrous 
wall, generally localized in the right 
lobe. 

Further points in diagnosis are em- 
phasized by Sir Phillip Manson-Bahr 
who uses the proctoscope in the diag- 
nosis of amebiasis. He advises the use 
of the Volkmann spoon with a long han- 
dle to obtain scrapings from the rectum. 
He contends that ulcers in the rectum 
are quite unlike the appearance seen in 


textbooks; they are almost microscopic 
in size and protean in character. The 
acute stage looks like ulcerative colitis. 
The mucosa is friable and bleeds when 
swabbed with cotton wool. When scrap- 
ings are made from the surface. amebae 
are found in the mosaic-like masses. In 
the acute stage. it is possible to identify 
the tissue-invading trophozoites of E. 
histolytica moving between the cells, and 
in the more chronic stages to find cysts 
and precystic stages. Radiography is not 
to be used as a means of diagnosis. 
SHIGELLOSIS The terms “shigello- 


sis” and “bacillary dysentery” are fre- 


“ee 


quently used to designate the same dis- 
ease. Shigellosis is the correct name for 
infections caused by Shigellae. Bacillary 
dysentery is a clinical syndrome con- 
sisting of frequent bowel movements 
with the evacuation of mucus and in 
many Neter and 
others proved that bacteria other than 


cases blood or pus. 


Shigellae may also cause bacillary dy- 
sentery, chiefly in children and old per- 


sons. Paracolon organisms, Protei. and 
Pseudomonades are often the agents of 
such disturbances. Most Shigellae found 
in man are considered pathogenic. 
Shigellae 
spore-forming. noncapsulated, non-mo- 


are gram-negative, non- 
tile organisms which form acid but not 
gas from dextrose but frequently from 
other carbohydrates. They grow well on 
the usual culture media under aerobic 
and anaerobic conditions. They do not 
produce acetylmethylearbinol. The pres- 
ent American classification of Shigellae 
is based upon the studies of Neter. who 
divided them into four groups. 

@ Mannitol-negative. lactose-negative 
—Shigella dysenteriae of Shiga and 
Sachs, or Sh. ambigua Schmitz. and Sh. 
newcastle ; 

© Mannitol-positive, lactose-negative 
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President’s Page 


For the past 6 years it has been my good fortune and pleasure to be 
closely associated with the activities of the International Academy of 
Proctology. I have learned a great deal about many things, and shall 
always be indebted to this Organization for the excellent opportunities 
afforded me. 


As the Incoming President, a wonderful path has been hewn for me 
by the fine and capable Presidents who have preceded me. My intimate 
association with the outgoing President, Dr. Manuel G. Spiesman, has 
been stimulating and pleasant, and I, for one, wish to thank him for 
what he has done for the Academy in the past year. He has been a 
guiding figure and I shall sincerely try to follow his good work. 


I have seen the Organization grow from infancy to its present stage 
of development. This has been a hard and trying period and all of us 
are deeply indebted to those who started and guided the Academy 
through these early years. We have had growing pains, and have many 
more ahead of us — this is only natural, for growth is a slow and complex 
process. We can all agree, however, that we have made much progress 
and should be deeply proud of the Academy and membership in it. 


The International Academy of Proctology has by now reached early 
youth, and is about ready to develop a program of organization which 
will make it grow in the right direction and perpetuate its name forever. 


I sincerely believe that the International Academy of Proctology has 
a rightful purpose and will do an important job in the education and 
development of coloproctology. Our Organization can and will succeed 
as the teaching group in coloproctology. The objectives are primarily 
to have the Academy grow in membership, grow in academic and scien- 
tific prestige, and to make itself self-sufficient and democratic in spirit 
and function. 





To accomplish these aims, the Organization cannot be dependent 
upon a few, but must depend upon the intelligent cooperation and 
concerted efforts of each Member in behalf of the Organization. 


It is important for each Member, Officer, Delegate, and Committee 
member of the International Academy of Proctology to understand his 
duties, responsibilities, and obligations. These duties and responsibilities 
should be thoroughly and clearly defined. All of us should be workers 
who work —work—and work—to increase membership, to increase 
prestige, to remove major obstacles, and to develop a self-reliant and 
self-sustaining Organization. 


Then, and only then, will the International Academy of Proctology 
function well and efficiently. It is essential and necessary to have the 
support of all to participate and work cooperatively with one another 
towards the goals of the Academy. And there will be harmony and 


progress. 


Throughout the coming year, I pledge, God willing, to work with all 
my enthusiasm and vigor, to see that the International Academy of Proc- 
tology is run by the entire Membership: that each Member, regardless 
of position held, become an important and integral part of the Organiza- 
tion, working towards its goals. I shall need the vigorous assistance, 


support, and loyalty of all. 


Jacos J. WEINSTEIN, M. D. 

















—Sh. paradysenteriae and Sh. alkales- 
cens; 

@ Mannitol-negative, lactose-positive 
—no human pathogens; 
@ Mannitol-positive, 

—Sh. sonnei and Sh. dispar. 

Shigellae dysenteriae of Shiga and 
Sachs are very rare in America. Sh. 
ambigua is more frequently seen in 
South America. 

The most frequent strains of Sh. 
paradysenteriae are I, II, III, IV, and 
VI. The geography of these types was 
discussed by Hardy in 1945, Fulton in 
1946, and by others in other countries. 
Shigella alkalescens is not considered 
pathogenic by most authors. Sh. sonnei 
was first described by Duval in America 
but it is often called the “Sonne-Kruse 
bacillus.” The designation “Shigella 
sonnet” seems to be firmly entrenched 
in the literature. This disease is usually 
mild and is often diagnosed as food up- 
set, summer diarrhea, institutional dia- 
rrhea, or just a simple intestinal indis- 
position. Many cases are reported from 
children’s institutions, mental hospitals, 
and military camps. Sh. dispar includes 
Sh. ceylonensis and Sh. madampensis. 
Its pathogenicity has been questioned. 

Shigellosis was formerly the scourge 
of the armies. The great epidemic of this 
disease during the South African War 
and the Gallipoli campaign discussed by 
Manson-Bahr were not repeated in the 
second world war due to the use of sul- 
fonamides and better sanitary condi- 
tions and educational efforts. 

Persons suffering from other diseases, 
such as malaria, kala-azar, tuberculosis, 
or malnutrition, are more likely to con- 
tract shigellosis; also mental patients 
and old people. Thousands of inmates of 
Hungarian and German concentration 
camps died from shigellosis superim- 


lactose-positive 
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posed over extreme malnutrition. This 


called “Ukraine dia- 


condition was 
rrhea.” 

The disease spreads rapidly among 
people living under crowded conditions, 
mental hospitals, prisons, Indian ba- 
zaars, where the rules of hygiene are not 
kept. Carriers are very dangerous. Only 
human carriers of shigellosis are known 
to date. Convalescent carriers excrete 
Shigellae long after dysentery has 
healed. Many such carriers are inter- 
mittent carriers who excrete the organ- 
isms only during certain periods of 
time. 

About three per cent of persons who 
have suffered from shigellosis become 
chronic carriers. Sh. sonnei very fre- 
quently produces this condition, while 
Sh. paradysenteriae carriers are more 
often intermittent carriers. The greatest 
danger of carriers arises when they 
serve as food handlers, such as cooks, 
waiters, dairymen, packers in the food 
industry, etc. Food is the frequent ve- 
hicle of shigellosis. It may be contami- 
nated not only by carriers but also by 
human excreta used as fertilizer. 

Manson-Bahr first proved the role of 
the housefly in the propagation of 
shigellosis. Shigellosis causes acute or 
chronic changes in the intestines. There 
are various degrees of severity. Inflam- 
matory changes are often localized in 
the lower part of the bowel. The recto- 
sigmoid, the descending colon, the flex- 
ures, and the cecum are frequently in- 
volved. The lowest part of the ileum also 
may show pathology. Round cell infil- 
trations, hemorrhages, necrosis with 
subsequent ulcerations, and in chronic 
cases, with fibrosis and hypertrophy, are 
the basic features. In acute cases the 
mucosa shows inflammation. Hyperemia 
is present with dilated capillaries and 
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veins. Neutrophilic leukocytes and mac- 
rophages originating from the capillary 
endothelium of the bowel contribute to 
the infiltrates. The capillaries show 
thrombosis. Blood extravasation also 
occurs. As a result of these changes, 
necrosis ensues. Necrosis of the super- 
ficial layers may lead to the formation 
of diphtheroid pseudomembranes. In 
fulminating cases the entire bowel is 
very friable and much bleeding occurs. 
The spleen is congested. The kidneys 
may show patchy glomerular congestion, 
tubular necrosis, and cloudy swelling. 
Perforations in the intestine are very 
rare. 

Chronic shigellosis is a common di- 
sease, but the diagnosis is frequently 
overlooked. It is characterized by pro- 
ductive and ulcerative lesions. 

As for symptoms, shigellosis has been 
divided the 
forms: 

@ Mild dysentery, the catarrhal form 

@ Acute dysentery, the classical ba- 


into following clinical 


cillary dysentery 

@ Fulminating dysentery, including 
gangrenous and choleriform subtypes 

@ Relapsing dysentery 

@ Chronic dysentery 

@ Sonne dysentery. 

Sigmoidoscopic Findings: At 
first, small elevations appear, with or 
without a yellowish apex. Then small 
ulcerations occur which spread and coal- 
esce. The ulcers are irregular in size, 
shape, and extent. They are not very 
deep. The mucosa is inflamed and red- 
dened. The entire mucosa may show 
inflammation. Later edema appears. Re- 
generation is characterized by forma- 
tion of granulation tissue. The mucosa 
remains reddish-pink for a long time. 


|. Manson-Bahr. 





After healing a pitted mucosa is fre- 
quently seen. 

These sigmoidoscopie patterns of 
chronic shigellosis were classified by 
Manson-Bahr as: (1) superficial ulcera- 
tions; (2) granular mucosa; (3) gen- 
eralized mucoidal inflammation with 
deep involution of the bowel wall. 

Laboratory Diagnosis = Shigellae 
are only exceptionally isolated from the 
blood and from the urine. Examination 
of the stools is therefore the only avail- 
able means of detection. The S.S. agar 
of Difco and the D.E.C. plate of Panja 
and Ghosh, the D.C.L.S. medium (Bal- 
timore Biological Laboratory), Mac- 
Conkey’s plate, and eosin methylene blue 
agar are most often inoculated. Several 
plates should be streaked with each 
specimen, or, when the results are nega- 
tive the examination should be repeated. 
An excellent method to collect material 
is the rectal swab technique described 
by Hardy, which I have already de- 
scribed under my remarks on amebic 
dysentery. The colonies isolated on the 
diagnostic plates are identified accord- 
ing to the procedure described in Grad- 
wohl.+ 

Shigellae decrease rather rapidly in 
numbers after the fecal specimen has 
been voided, and for this reason it is 
desirable to plant specimens on isola- 
tion media as soon as possible. Often 
rectal swabs or swabs taken during proc- 
toscopic examination can be streaked on 
plates as they are obtained,? but this 
might be difficult in surveys conducted 
away from permanent laboratory sites. 
If personnel other than experienced lab- 


tClinical Laboratory Methods and Diagnosis, 
Vol. 2, 1956. 

2. Edwards, P. R. and Ewing, W. H.: Identifi- 
cation of Enterobacteriaceae, Minneapolis. Bur- 
gess Publ. Co., 1955, p. I. 
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oratory workers streak the plates, selec- 
tion of isolated colonies might be diffi- 
cult or even impossible. When the fecal 
specimen is used for isolation of Shi- 
gellae, it must be streaked on selective 
enteric plating media soon after collec- 
iion of the specimen, and this is often 
impossible. For these reasons, it is rec- 
ommended that a selective liquid en- 
richment medium into which rectal 
swabs can be placed and brought to the 
laboratory be used for isolation of 
Shigellae. 

The medium of choice is the so-called 
“GN” (gram-negative) broth devised 
by Hajna.* This is a selective liquid 
medium in which all gram-negative or- 
ganisms are enriched and gram-positive 
organisms inhibited. The formula and 
method of making the medium are as 
follows: 


To 1000 ml. of distilled water, add 


Bacto-Tryptose ......... 20 Gm. 
Dewivoee ...... 6.0.55 6- 1 Gm. 
d-Mannitol ............ 2 Gm. 
Sodium citrate ......... 5 Gm. 


Sodium desoxycholate ... 0.5 Gm. 
Dipotassium phosphate ..  4Gm. 
Monopotassium phosphate 1.5 Gm. 
Sodium chloride ........ 1.5 Gm. 


Dissolve by heat, tube, and sterilize in 
an Arnold sterilizer at 100° C. for 30 
minutes, or autoclave. The final reac- 
tion of the medium is pH 7.0. 

GN broth is obtainable in dehydrated 
form from Difco Laboratories. It is re- 
hydrated by adding 39 Gm. to 1000 ml. 
of distilled water, placed in 15- by 95- 
mm. cotton-plugged culture tubes in 
quantities of approximately 1.5 ml. each, 
and sterilized for 15 minutes at 15 
pounds pressure (121°C.) It may be 





3. Hajna, A. A., Pub. Health Lab., 13:83-89, 
1955. 
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kept refrigerated until ready to use. 

Coliform organisms, Proteus, and 
Pseudomonas grow rather slowly dur- 
ing the first six hours, so that these 
gram-negative organisms do not as a 
rule interfere with or obscure the rela- 
tively greater growth of Shigellae and 
Salmonellae. 

The rectal swabs are prepared by 
winding absorbent cotton tightly over 
one end of an applicator stick and ster- 
ilizing by dry heat in the usual manner. 
To obtain the specimen, the sterile 
swabs are moistened with GN broth, in- 
serted into the rectum as far as practic- 
able, and twisted slightly. Within 15 
minutes, the exposed swab, with adher- 
ent fecal material from the mucosal sur- 
face of the rectum, can be used for direct 
streaking of the usual isolation media— 
MacConkey, SS, and brilliant green agar 
plates—and then replaced in the remain- 
ing GN broth. Or the swab can be 
placed immediately into the GN broth 
without streaking the other media and 
sent to the laboratory for inoculation of 
plates. 

Croft and Miller* reported their re- 
sults with the Hajna GN broth in a 
number of surveys on enteric infections. 
In addition to the method just cited, 
they also placed the swab and remain- 
ing GN broth in a tube of tetrathionate 
broth (TT, Hajna, Difco experimental) 
for enrichment for Salmonellae, and in- 
cubated the broth for 16 to 18 hours. 
They then streaked it on plates of Mac- 
Conkey, SS, brilliant green, and _bis- 
muth sulphite agar (BBL). 

The usual method of subculturing and 
testing by slide agglutination tests 





4. Croft, C. C., and Miller, M. J., Am. Jl. 
of Clin. Path., 26:4, April, 1956, revision Dec. 
12; reprinted in the Laboratory Digest, 20:6, 
Dec., 1956, 
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with Shigella grouping or typing anti- 
sera were carried out for colonies re- 
sembling those of the Shigella group. 

Inoculation of both the TT broth and 
selective media from the rectal swabs 
that have been placed in GN broth was 
made within a period of 6 to 8 hours. 

Their results can be summarized as 
follows: By direct streaking on selective 
agar plates 70.7 per cent of the Shigel- 
lae were isolated, whereas 84.6 per cent 
were obtained by use of the Hajna GN 
broth. There was only a small yield from 
the TT broth, which would seem to indi- 
cate that this broth offers no advantages 
in culturing Shigellae. Of 2,696 persons 
tested at the Columbus State School dur- 
ing an outbreak, only 3 Salmonella spe- 
cies were isolated, and these were ob- 
tained only from plates streaked from 
the TT enrichment broth. 

MacConkey agar seems to be more 
effective for isolation of Shigella sonnei, 
while SS agar seems to yield more Sh. 
paradysenteriae Flexner types. Croft 
and Miller stated that about one-third of 
the Shigellae would have been missed 
had not both plating media been util- 
ized. 

Other survey studies in various out- 
breaks confirmed the belief that by the 
use of Hajna GN broth it is possible to 
increase the number of isolations of 
organisms from individuals harboring 
Shigellae. However, the use of both 
methods probably would detect a greater 
number of Shigella infections or carriers 
than either alone. This would require 
more cultures than might be practicable. 
In either method, it is advisable to use 
two isolation plates, one a highly selec- 
tive medium, and one less selective for 
gram-negative bacilli. 

Endo agar seems to be slightly more 
productive of growth of Sh. sonnei than 


of Sh. paradysenteriae Flexner, while 
MacConkey agar apparently gives slight- 
ly better results than Endo. 

To summarize this method, each swab 
is placed in a tube of Hajna GN broth, 
transported to a laboratory, and streaked 
on enteric-selective media within 6 to 8 
hours after collection and the usual rou- 
tine followed from this point. Since this 
method gives a higher percentage of 
positive cultures than direct streaking of 
plates, it is recommended as the method 
of choice in investigations for active 
cases of shigellosis or for identification 
of carriers. It is particularly useful for 
survey operations in the field. 

Much attention should be paid to the 
cellular composition of the stools. Red 
blood cells and polymorphonuclear leu- 
kocytes are often present. Macrophages 
with remnants of cell fragments are fre- 
quent. They are often mistaken for 
amebae except in hematoxylin-stained 
preparations. There is much debris pres- 
ent. Much mucus is also present. 

Hematology The peripheral blood 
does not show great changes. There may 
be a leukocytosis in the beginning. 
Anemia develops in severe shigellosis. 

Differential Diagnosis The most 
decisive factor in the diagnosis of shi- 
gellosis is the cultural proof of the pres- 
ence of Shigellae in the feces. Bacterio- 
logical diagnosis is interfered with when 
the patient has been given chemotherapy. 
Bacteriological diagnosis may be more 
difficult in chronic bacillary dysentery. 
It is extremely difficult to recover 
Shigellae from a chronic dysenteric 
granulosis of the rectosigmoid. When 
ulcerative colitis has developed, the or- 
ganisms are rarely found. 

Diverticulitis, intussusception, foreign 
bodies, thyrotoxicosis, 
uremia, poisoning with mercury and 


hemorrhoids, 
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arsenic also must be considered when 
the diagnosis of shigellosis is made. 


cosis is rare and usually shows different 
lesions when examined sigmoidoscop- 





Further examinations will exclude ma- _ ically. 
iarial dysentery; intestinal actinomy- 3514 Lucas Avenue 
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-0*s-Defecotion 


Diagram showing the origin of the sympathetc and parasympathetic 
or sympathetic nerves. These nerves may be controlled by the 
emotions. Peptic ulcer, angina pectoris, essential hypertension, 
ulcerative colitis, neurodermatitis, some allergic type diseases (some 
cases of asthma, migraine) and many others are examples of diseases 
which are thought to have a component of "nervous" origin. 
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Surgical 


Complications 


of Amebiasis 


Effects of Surgery in Untreated Amebiasis 


Before discussing in detail the sur- 
gical complications of amebiasis, a 
word should be mentioned concerning 
the effects of surgery in untreated ame- 
biasis. 

The mortality rate following opera- 
tions on patients suffering from un- 
treated and often undiagnosed amebic 
infection is considerable. This is largely 
explained by: 

@ The reduced resistance as a result of 
the chronic infection, with consequent 
increase in the number and severity of 
post-operative complications. A factor 
of importance is the frequent associa- 
tion of hypoproteinemia with amebic in- 
fection. The pre-disposition towards 
the development of post-operative com- 
plications caused by this type of defi- 
ciency is well known. 

@ The interference with wound healing, 
with the occurrence in some cases of 
ulceration and sloughing of the skin of 
the abdominal wall. The complication 
is especially apt to occur after the es- 
tablishment of a colostomy. 

@ The tendency to “break down” at the 


JOSEPH A. SAPIENZA, M.D., F.A.C.S. 


Lawrence, Massachusetts 


suture line after operative intervention 
in the bowel. Consequently, procedures 
such as intestinal anastomoses, appen- 
dectomy, etc., may be associated with 
the development of fecal fistulae and 
peritonitis. 
@ The development of acute amebic 
dysentery during the immediate post- 
operative period—probably the result 
of handling of the bowel during opera- 
tion, In most cases this is of little mo- 
ment, provided that early treatment is 
instituted. 
® During the post-operative period a 
mild hepatitis is not uncommon. 

Amebiasis produces symptoms which 
frequently may be confused with surgi- 
cal disease of the abdomen, and abdom- 
inal surgery, in the face of unsuspected 
and untreated amebiasis is hazardous 
and frequently followed by serious if 
not fatal consequences. 

Abdominal pain, variable in intensity, 
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but usually chronic and colicky, is the 
outstanding symptom of intestinal ame- 
biasis. 

Diarrhea is present in only about one 
half the cases. 

Stool cultures for parasites are rec- 
ommended for all cases of chronic ab- 
dominal pain and as a_ pre-operative 
study in the preparation of patients for 
major colon surgery. 


SURGICAL COMPLICATIONS 
OF AMEBIASIS 
. Hepatic abscess. 
. Appendicitis. 
. Cecal amebiasis. 
Amebic granuloma or ameboma. 
. Perforation of the bowel, either 
single or multiple. 
. Peritonitis. 
Massive hemorrhage. 
. Stenosis due to scarring. 
. Pseudopolyposis. 
. Intussusception. 
. Intestinal obstruction. 
. Ano-rectal fistulae. 
. Ischiorectal abscess. 


Hepatic Abscess Hepatic abscess 
must be discussed in conjunction with 
acute hepatitis. 

In the classical case of acute hepatitis, 
in which the maximum intensity of pain 
is present in the lower costal, sub-costal, 
or epigastric areas, the diagnosis is 
seldom difficult. However, the atypical 
form, simulating acute cholecystitis, per- 
foration of peptic ulcer, acute appen- 
dicitis, and even renal colic, may act as 
a surgical stumbling block. During the 
early stages of a severe infection of this 
type pain, tenderness and _ resistance 
may be so generalized as to suggest the 
onset of general peritonitis, while not 
infrequently the signs may be maximal 
in the right iliac fossa. Occasionally the 
presence of a “reflex ileus” in associa- 
tion with persistent vomiting, constipa- 
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tion and distension provides a picture 
difficult to distinguish from that of 
acute intestinal obstruction, The im- 
mediate problem, therefore, is the elimi- 
nation of acute abdominal conditions 
requiring urgent operative treatment. 
Although a history of amebic dysen- 
tery may be lacking, the patient should 
be questioned carefully regarding over- 
seas travel. Any previous contact with 
tropical or sub-tropical zones should 
be viewed with suspicion in relation to 
possible exposure to infection. It is 
characteristic of this condition that the 
clinical picture may change completely 
over a period of one to two hours. It 
is advisable, therefore, to repeat the ex- 
amination at frequent intervals until 
such time as a diagnosis is established. 
Constipation rather than diarrhea is the 
common finding. Sigmoidoscopy 
should be performed in all doubtful 
cases. In the initial diagnostic phase 
there may not be time for adequate 
stool examination. Sigmoidoscopy 
should reveal amebic ulcers or raised 
“crateriform pits’ which are pathog- 
nomonic of quiescent amebic colitis. A 
moderate leucocyte count is invariably 
present—with a polymorphonuclear 
count of between 75% to 80%. If 
higher than 80% a pyogenic type in- 
fection should be suspected, Radiologi- 
cal examination will often establish the 
fact that the right cupola of the dia- 
phragm is elevated, and the degree of 
fixation is a reliable pointer as to 
whether abscess formation has occurred. 
If operation is withheld during the 
first twelve to twenty-four hours, the 
diagnostic difficulties are considerably 
reduced. Pain and tenderness become 
localized, and as result of relaxation of 
the abdominal muscles an enlarged liver 
may become palpable. Should doubt 
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exist a trial of emetine should be started. 
This usually helps to establish the diag- 
nosis within twenty-four to forty-eight 
hours. 

Superior obtained by 
treating amebic hepatic abscess with 
emetine and aspiration. By this method, 
mortality is so reduced that it has re- 
mained the treatment of choice by most 
surgeons. Open surgical drainage has, 
in general, been reserved for the treat- 
ment of abscesses that have become 
secondarily infected or have developed 
other complications. DeBakey has 
shown that antibiotics with emetine will 
not replace adequate drainage. In his 
series, seven patients were treated with 
antibiotics and emetine, but five eventu- 
ally required drainage and the remain- 


results are 


ing two died, 

Dejou and Carayon believe that open 
surgical drainage is no longer associ- 
ated with higher mortality or morbidity 
rate than conservative treatment. They 
point out that since open drainage has 
been predominantly utilized in compli- 
cated cases and in those unresponsive to 
conservative treatment, results 
might be expected because of selection 
of cases rather than the method em- 
ployed. It is their belief that if an ab- 
scess does not respond promptly to 
emetine, a combined early medical— 


poor 


surgical regimen is the most satisfactory 
means of curing the patient and avoid- 
ing dangerous complications. 

The early recognition of amebic hep- 
atitis is to be emphasized since institu- 
tion of simple amebicidal therapy dur- 
ing the “pre-suppurative phase” will 
usually prevent the formation of hepatic 
abscess. 

Appendicitis Very often appendi- 
citis is complicated by the presence of 


ameba in this area. Amebic infection 


of the appendix is usually a direct ex- 
tension from the cecum. Post-mortem 
examinations of patients who died of 
amebiasis, as shown by various investi- 
gators, revealed that as high as 40% 
showed involvement of the appendix. 

These higher figures are found in 
those who did not have a course of 
emetine before death. Often it is diffi- 
cult to decide at once the choice of pro- 
cedure when the diagnosis remains in 
doubt, that is, whether one is dealing 
with an acute appendix or a cecal ame- 
biasis. Delay in acute appendicitis is 
always dangerous but a careful consid- 
eration of the hazards of operation in 
intestinal amebiasis proves that it is not 
without great risk. 

If symptoms of acute appendicitis de- 
velop during the course of acute intesti- 
nal amebiasis a brief trial of penicillin. 
broad-spectrum antibiotics, and emetine 
raay be justified. If one is convinced 
that acute appendicitis is present, he 
should not hesitate to remove the appen- 
dix. 

During operation for appendicitis, 
amebiasis should be suspected if any 
abnormal discoloration, thickening or 
induration of the cecum is noted. Un- 
der such circumstances, smears should 
be made from the lumen of the appen- 
dix and a thorough stool examination 
should be made in order to demonstrate 
or rule out amebiasis. 

Cecal Amebiasis 
is so closely associated with appendi- 
citis that it is very difficult to differenti- 
ate between the two. From a large se- 
ries of cases observed by Clark, Connell 
and Faust it is easily shown that the 
favorite points of occurrence of ame- 
biasis in the colon are the cecum, appen- 
dix and ascending colon. Often, as 
stated above, the appendix is involved 


Cecal amebiasis 
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FIGURE |. Shows an anteroposterior roentgeno- 
gram of the patient showing characteristic ele- 
vation of the right leaf of the diaphragm with 
obliteration of the cardiophrenic angle and 
increased density in the right basal area im- 
mediately over the diaphragm. 


by direct extension from the cecum. 
The ameba sets up irritation and ulcera- 
tion in the cecum which may produce 
manifestations and symptoms of appen- 
dicitis. 

Amebic Granuloma or Ameboma 

Amebic granuloma or ameboma may 
occur in any portion of the colon. In- 
vestigators are not thoroughly agreed 
as to the most frequent site, and due to 
the fact that the radiologist is unable 
to demonstrate typical shadows from 
this tumor, it may be confused with any 
of the other types of intestinal tumors 
until the diagnosis is confirmed. 

In the initial stages, these lesions re- 
spond promptly to antiamebic therapy. 
In the advanced stages of the disease, 
satisfactory response to treatment is dif- 
ficult because the granuloma is bulky 
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with its extensive and dense scar for- 
mation. The amebic granuloma usually 
remains localized and the lumen of the 
bowel is not severely encroached upon, 
but the segment of colon is rigid and 
nondistensible, The amebae are deep in 
the wall and are difficult if not impos- 
sible to find in the stools. 

Amebic granulomas should receive 
intensive antiamebic therapy with a 
If the lesion 
shows evidence of rapid regression 


short course of emetine. 


within a one to two week period, the 
therapy may be continued so long as 
improvement is noted, or if regression 
does not steadily continue until all evi- 
dence of the disease is gone, explora- 
tion and excision of the mass is impera- 
tive. 

Perforation Perforation with re- 
sulting peritonitis occurs after very 
severe and fulminating attacks of in- 
testinal amebiasis. This condition may 
be due to the rupture of either an old 
ulcer or abscess, and the symptoms may 
not be greatly different from those of 
any other form of intestinal perforation. 
Fortunately this condition does not 
occur often, but it is well to keep it in 
mind. Perforation has been found in 
post-mortem examinations in from 6% 
to 19% of cases, varying greatly with 
different investigators. The most com- 
mon sites of perforation occur in the 
cecum, ascending colon, sigmoid, appen- 
dix, hepatic, splenic flexure and trans- 
verse colon in that order of frequency. 

There are two distinct groups of per- 
forations. In the first group the perfora- 
tion is single, and there is a marked 
tendency towards formation of a lo- 
calized abscess. These patients are 
often in good general condition and a 
number of recoveries are on record. 
These are treated by simple drainage of 
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the abscess. Treatment during the ear- 
lier stage is more difficult. The fri- 
ability and induration of the colon 
usually necessitates an exteriorization 
procedure rather than closure of the 
perforation by suture. 

In the second group the perforations 
are multiple and are associated with 
severe generalized peritonitis which is 
invariably fatal. 

An exploratory operation should be 
done promptly in all cases with perfora- 
tion. If the perforation is single, ex- 
teriorization of the involved segment of 
bowel may be adequate. However, if 
this is not feasible, a tube colostomy 
should be done at the site of the per- 
foration. In the case of multiple per- 
forations surgical treatment is usually 
futile. In these cases an ileostomy 
should be performed and supplemented 
by a tube colostomy in each perforation. 
At times when the perforations are 
many in number, total colectomy offers 
the only possible solution, but is usu- 
ally not feasible due to the patient’s 
desperate condition. It should be re- 
membered that the pathological changes 
in amebic colitis are completely rever- 
sible, hence colectomy is indicated only 
as a life saving measure. 

Intensive treatment with antiamebic 
drugs, including the broad-spectrum an- 
tibiotics and supplemented by penicillin, 
is essential in all cases. 

Massive Hemorrhage Massive 
hemorrhage may occur, but very rarely, 
and is usually fatal due to the condition 
being unrecognized previous to the 
hemorrhage. The treatment, of course, is 
by means of massive blood transfusions 
in the hope that the hemorrhage will 
stop. 

Cicatricial Stenosis Cicatricial sten- 
osis seldom occurs, but when it does it 





is usually described at the post-mortem 
examination as 
ulcerative lesions which have attempted 
healing by deposit of fibrous tissue. 
Resection of the stenosed bowel is rec- 
ommended. 

Pseudopolyposis This condition sel- 
dom occurs with amebiasis. 

Intussusception and _ Intestinal 
Obstruction These conditions occur 
very rarely indeed with amebiasis. When 
acute intestinal obstruction occurs it is 
due to ileo-cecal intussusception. 

Ano-rectal Fistulae and Ischio- 
rectal Abscess Amebiasis of the rec- 
tum and lower sigmoid may aggravate 
the symptoms of pre-existing hemor- 
rhoids and rectal fistulae. Operation in 
such cases is highly undesirable until 
the underlying disease has been ade- 
quately investigated and treated. This is 
an additional reason why proctoscopic 
examination is essential in any case be- 
fore contemplating any surgical pro- 
ceedure on the rectum or anus. 

Anal and perinal cutaneous amebiasis 


following numerous 


is relatively rare and is usually the re- 
sult of direct extension from lesions in 
the lower rectum and sigmoid. 
Amebiasis and Carcinoma Ame- 
bic granuloma and carcinoma may both 
be present at the same time. The lesion 
may regress promptly but temporarily 
to antiamebic therapy, thus giving the 
physician a false sense of security. Clin- 
ically carcinoma and amebic granuloma 
are quite similar and x-ray diagnosis is 
frequently impossible. Weight loss, 
bloody diarrhea, alternating diarrhea 
and constipation, cramps and tenesmus, 
occur in both diseases causing confusion 
in making a positive diagnosis. The 
finding of amebae in the stool is not an 
indication that investigation for carci- 
noma must be halted. It cannot be too 
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strongly emphasized that the examina- 
tion of any case of amebiasis is incom- 
plete without satisfactory barium enema 
and adequate sigmoidoscopic examina- 
tion, and this is especially important in 
patients over 40 years of age. Because 
of the danger of perforation of the bowel 
wall during an acute exacerbation of 
amebic colitis, is may be necessary to 
delay barium enema and sigmoidoscopic 
examination temporarily until the acute 
phase of the disease has been controlled. 
Symptomatic improvement under medi- 
cal treatment should never be accepted 
as evidence that amebiasis is the only 
etiological agent. The search for carci- 
noma with adequate x-ray and labora- 
tory examination must be continued. 
History, Physical Examination 
and Hospital Course of Mr, C. C. 
This 67 year old white Italian male was 
admitted to the Lawrence General Hos- 
pital on December 21, 1956 complaining 
of fever, weakness, and pain in the right 
abdomen. This patient was born in Italy 
and came to the United States at the 
age of 30 where he lived until 3 months 
prior to admission to the hospital. In 
October 1956 patient returned to Italy 
for a trip where he stayed until Decem- 
ber 12, 1956, During his stay in Italy 
patient was quite well. On December 12, 
1956 patient boarded a ship in Italy to 
return to the United States. During the 
first week of his voyage the patient de- 
veloped lower abdominal cramps and 
diarrhea. The bowel movements were 
loose, foul smelling, and as many as 15 
to 20 each day. Blood was never noticed 
in any of his stools, nor was there any 
evidence of any pus. He was treated by 
means of medications given to him by 
the ship’s doctor, and the lower abdom- 
inal cramps and pains subsided at the 
end of about 7 days. The patient then 
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was fairly comfortable until his last day 
on ship when he began to complain of 
pain in his hypochondrium and right 
lower quadrant, On disembarking from 
the ship in Boston, Massachusetts, the 
pain in the right lower quadrant and 
right hypochondrium was severe enough 
that patient was hospitalized at the Law- 
rence General Hospital within several 
hours after arriving at his home. 
Throughout his present illness he had no 
history of any nausea, jaundice or 
chills. His appetite was markedly dimin- 
ished during his voyage on the ship and 


FIGURE 2, Shows the colon with areas of en- 
gorgement, ulceration and abscess formation 
typical of amoebic colitis. 
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he lost between 5 to 10 pounds in 
weight. 

Past History: Patient has been suf- 
fering from a chronic bronchitis for sev- 
eral years. He also had repair of right 
and left inguinal hernia in 1940. 

Physical Examination: | Temperature 
101, pulse 90, respirations 30. The pa- 
tient appeared acutely ill, he was de- 
hydrated and complained of pain in his 
right lower quadrant and his right hy- 
pochondrium. 

Examination of his sclerae showed no 
evidence of any jaundice. 

Examination of his chest showed some 
coarse ronchi in both lung fields pos- 
teriorly, consistent with chronic bron- 
chitis. 

Examination of the Abdomen: The 
liver and spleen were not enlarged. No 
masses could be palpated. There was 
tenderness in right lower quadrant more 
marked over McBurney’s point and also 
in the right flank. There was also muscle 
spasm and rigidity over the entire right 
abdomen. There was no costo-vertebral 
tenderness. 

Rectal Examination: No tumor masses 
could be palpated. No evidence of 
any blood on the examining finger. 
There was no tenderness. 

Laboratory: W. B. C. was 19,300 with 
68 segs., 13 stabs., 18 lymphocytes, 1 
basophile. Hematocrit 40, hemoglobin 
11 grams, Van den Bergh was 0.26 di- 
rect and 0.4 total. Serum Amylase was 
37. 

Urinalysis was negative. 

Flat plate of the abdomen showed the 
liver and spleen not to be enlarged. No 
renal or biliary calculi were noted. There 
was no indication of intestinal obstruc- 
tion. 

X-ray examination of the chest showed 
pulmonary changes consistent with em- 





physema and chronic bronchitis, 

Surgical consultation was obtained 
upon admission and it was felt that pa- 
tient was suffering from an acute sur- 
gical abdomen, possibly a perforated ap- 
pendicitis, and immediate laparotomy 
was done. 

Operative Findings: A right low par- 
amedian rectus incision, which was later 
extended upwards, was made, and on 
opening the peritoneum about 200 c.c. 
of amber colored fluid was found free 
in the peritoneal cavity. This fluid was 
aspirated and some was sent to the laba- 
tory for culture. The entire right colon 
extending from the cecum to the hepa- 
tic flexure was thick, edematous, red, 
engorged and quite hot to the touch. 
There was no evidence of any infection 
of the appendix. Examination of the rest 
of the colon and recto-sigmoid showed 
no evidence of any disease. Ex- 
amination of the liver showed that 
it was not enlarged but it was en- 
gorged and quite firm. It was a mahog- 
any color. The abdomen was closed with 
a cigarette drain along the right colon 
draining through a stab wound in the 
right lower quadrant. The post-operative 
diagnosis was acute colitis, cause un- 
determined, 

Post-Operative Course: The patient 
was given 250 mg. of sigmamycin and 
adequate fluid intravenously. He did 
quite well for 5 days following his sur- 
gery. The temperature, pulse and respira- 
tion dropping to normal and remaining 
normal. During this time patient was up 
and about and was taking an adequate 
diet and having no diarrhea. About the 
sixth day it was first noted that the liver 
became enlarged and also became some- 
what tender. There was a slight rise in 
temperature up to 100 and patient at 
this time became rather listless and re- 
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Fig. 3. Shows amcebic liver abscess. 


fused to take nourishment by mouth. At 
this time he also began to have diarrhea 
and repeated examinations of the stools 
showed no evidence of any ova or 
parasites. 

The culture of the peritoneal fluid was 
negative. 

It was at this time that the medical 
department entertained the diagnosis of 
possible amoebic colitis. He was placed 
on emetine HCl. 1 grain subcutaneously 
daily. Also given vioform 4 grains t.i.d. 
and diodoquin 4 grains t.i.d. The sig- 
mamyacin 250 mg. 4 times a day was 
also continued. Throughout the next five 
days the patient became acutely ill, al- 
though his fever did not rise above 100. 
The liver became progressively larger, 
extending 3 to 4 finger breadths below 
the right costal margin, and it was quite 
tender, 

On the tenth post-operative day the 
liver became markedly enlarged and 
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quite tender showing signs of 
fluctuation. The liver was as- 
pirated and about 200 c.c. of 
a chocolate colored fluid was 
obtained. The 
study of this fluid was charac- 
teristic of fixed trophozoite 


microscopic 


stage of entameba histolytica. 

The next day the patient 
became acutely ill with a tem- 
perature of 103 by rectum and 
a pulse ranging between 100 
and 130. The liver became in- 
creasingly larger and patient 
showed evidence of fluid in his 
right plural cavity at the base. 

That same day, under local 
anesthesia, an extraperitoneal 
incision was made directly 
into the abcess cavity and ap- 
proximately 2000 c.c. of a 
foul smelling chocolate fluid 
This fluid also showed 


on microscopic examination trophozoite 


was drained. 


stage of entameba histolytica. 

From this day on the patient con- 
tinued to go progressively downhill in 
spite of the fact that anti-amoebic ther- 
apy was continued and he expired three 
days following the incision and drainage 
of the liver abscess. 

A portable x-ray of his chest several 
days before patient expired showed 
evidence of hydrothorax right chest 
with associated atelectasis of the lower 
lobe. 

Autopsy Report: 1. Amebiasis large 
bowel, severe. 2. Amoebic abscess, right 
lobe of liver, severe with satellite ab- 
scesses in the left lobe. 3. Mucopurulent 
perisplenitis, secondary to no. 2. 4. 
Mucopurulent pleuritis, right, secondary 
to no. 2, 5. Hydrothorax, bilateral, mod- 
erately severe. 6. Atelectasis, right lower 
lobe, complete. 
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This case 1s of special interest to those 
of us from temperate and colder climates 
because the concept that the disease is 
primarily tropical is a mistake. While 
undoubtedly most common in tropical 
and subtropical climates, the incidence 
of the infection in persons in the United 





States is from 5 to 10 per cent of the 
entire population. 

We all should learn to recognize the 
symptoms, methods of making the diag- 
nosis, and modes of treatment of this 
disease which is more prevalent than is 
usually suspected. 
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“7 THE physician particularly a scientific discipline is an 


incalculable gift, which leavens his whole life, giving ex- 


actness to habits of thought and tempering the mind with that 
judicious faculty of distrust which can alone, amid the uncer- 


tainties of practice, make him wise unto salvation.” 


—Sir WILLIAM OSLER 
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Etiology 


and ‘Treatment 


of Ulcerative 


Chronic diarrhea due to any cause is 
a crippling disease, and ulcerative colitis 
can be most destructive to colon tissue. 
In the acute, chronic or intermittent 
form, it often exceeds in destructiveness 
all forms of diarrheal disorders, the most 
common of which are bacilliary dysen- 
tery, amebic infestation, various bac- 
terial infections, and emotional diarrhea. 
As a disease ulcerative colitis seems to 
be slowly on the increase and as a rule 
it is poorly treated medically, especially 
at its beginning when most cases could 
have been readily cured. There is no 
disorder in medicine in which crippling 
surgery is so commonly the result of 
poor medical handling; and there is no 
disease in which recovery is so dependent 
on careful nursing and medical han- 
dling. Also there is no disease in which 
the suggested early operation is more in 
error, and no disease in which experi- 
ence in the handling of it can reduce a 
mortality so definitely. Starting in the 
region of the sigmoid in the majority of 
instances, Bassler,' the cases can be di- 
vided into the mild, fulminating and 
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average case of a relapsing and chronic 
disorder. Seen in the young person of 
20 to 40 years of age, one may wonder 
why no specific agent has been discov- 
ered. 

To understand this disease 
must seek the solution in the natural 
building up of immunity production in 
the young. The infant is born with a 
sterile enteric tract. In a few days bac- 
teria begin to appear and against these 
immunological resistances are built up 
over several years of time. As the bac- 
teria multiply and diversify, symbiosis 
and antagonisms operate to build up the 
immunizing factors bacteria 
that are frankly parasitic and even the 
commensal forms that may develop a 
parasitism. The measles and_ scarlet 
fever stage of the child evidences a still 


one 


against 


incomplete immunity,—a complete im- 
munity production takes 10 or 15 years 
of time and in some instances is never 
built up completely. A constant low 
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grade symptomless toxicity is produced 
and later in life a parasitic infection 
occurs. We then have as a reaction con- 
gestion, inflammation, and ulcerations 
with necrosis of tissue, the typical path- 
ology of ulcerative colitis. 

Diet The diet must be ample and of 
the high protein, moderate fat and low 
vegetable and fruit order. In excessive 
bowel movement there is a high loss of 
protein in the stool, sometimes calling 
for plasma infusions. It is best to leave 
out the allergens — milk, eggs, wheat, 
fish, pork and chocolate. Potassium loss 
can be balanced by potassium citrate 
10-15 gram a day until normal electro- 
lyte figures are obtained and E.C.G. 
changes, if present, have reverted to 
normal. There are frequently signs of 
multiple vitamin deficiency from food 
loss from the diarrhea, and yeast (B 
complex) and ascorbic acid should be 
given in generous doses. The anemia is 
best controlled by small whole blood 
transfusions, 250 cc a day, and in de- 
pleting diarrhea and exhaustion, intra- 
veneous infusions for several days are 
called for, especially if the electrolytes 
are low. 

Toward the end of the teenage, an 
immunity is built up, not only protective 
to the intestinal canal but to the body 
as a whole. Shortages, however, could 
take place and these exist more particu- 
larly in the organisms of the colon- 
dysentery class and the Gram positive 
diplococci albus and 
enterococci). In the colon direct inocu- 


(staphlococcus 


lation occurs constantly; only the skin 
and respiratory tract have specially con- 
structed means of defense. The intestine, 
however, cannot depend upon the cel- 
lular defense of the polymorphonuclear 
leukocytes, the humoral defense of the 
serum or the mechanical defense of 


fibrin, or the onset ot pyrexia. The in- 
testine is dependent on monocyte re- 
sponse and the polymorph-leukopenia in 
the blood, both of which are slow and 
deficient against certain 
Since immunity is dependent upon early 
day built shortages, the state of the 
patient’s mental and physical health 
may also be due to the biological de- 
ficiencies in the colon. Health is depen- 


infections. 


dent on procedures for prevention and 
means to control infection, and these are 
based on our knowledge of imimunity 
problems. It thus is seen that while en- 
couraging the maintenance of general 
health by adequate diet, fresh air and 
exercise, adequate sleep and good hous- 
ing conditions are also necessary in 
treating ulcerative colitis; certain spe- 
cific conditions must be considered. 
The disease starts usually as a sig- 
moiditis—a condition. in the colon to 
which the profession pays no attention. 
The sigmoid is particularly amenable to 
infection because it is essentially an 
inactive part of the colon, high in num- 
ber of bacteria, low in bacterial resist- 
ance, and in constant contact with active 
The with a 


histologic breakdown of cytology of the 


infection. disease starts 
mucosa in a congestion, inflammation, a 
lymphatic infection, and finally loss of 
mucosa tissue. The process at its height 
is that of a lymphatic involvement 
mostly of lymph spaces and lymphatic 
glands. The more extensive these tissues 
are involved, the greater the continuance 
and degree of the disease. It is in those 
deeply that 

the surgical cases, 


recruit, 
largely, but the 
disease should not be permitted to get to 
those stages. When the mucosal tissue 


when involved 


is destroyed and the colonic lymphatic 
glands have broken down into abscesses, 
there is not enough tissue left for resti- 
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ution and here surgery is called for. 
Properly diagnosed and treated in the 
early stages of the disorder, those seri- 
ous cases do not occur, and practically 
every instance of the serious chronic 
disease could be averted. 


The typical case of ulcerative colitis 
does not originate as a continuous type 
of a bacillary infection. Examination 
here should be done because the carrier 
cases are quickly and substantially cured 
by the Sulpha drugs and vaccine. Sepa- 
ration from amebic dysentery, tuber- 
cular enterocolitis and other types of 
diarrhea are definitely called for. Time 
spent in this early differentiation pays 
well, especially because the inflamed 
appearance of them all is indistinguish- 
able. While in ulcerative colitis it is true 
that bacteriological examinations have 
failed to suggest a specific organism, the 
suggestions are definite that one or more 
of the many cousins of the Eberthella 
(Genus Escherichia) are concerned in 
it. The infection existing some time, the 
micrococci of the staphlococci and 
streptococci take over as a secondary 
infection with it. One can often estimate 
the severity and extent of problems by 
the content of these Gram positive 
micro-organisms. In many of the fatal 
cases only streptococci may be present 
in the stools. These patients as a rule 
belong to the psychoneurotic or emo- 
tional types, rarely to the psychotic, and 
often the control of these mental states 
distinctly benefits the patient especially 
in the remission. However, patients with 
nervous diarrhea or altered functional 
states of the colon rarely show any 
transition to ulcerative colitis even 
though amenable to the motor and vas- 
ular changes that take place in the colon. 

Not considering the instances of per- 
foration, massive hemorrhage, stricture, 
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polyposis and malignant disease in 
which surgery is indicated, many of 
these can be saved by early intense 
medical treatment. 

Medication The best sulphonamide 
to use is Azulfidine, 3 to 5 tablets in 24 
hours. This should be kept up even after 
thé diarrhea has subsided. To control 
the diarrhea per se there is no satisfac- 
tory drug. Opium and belladona answer 
best. The well known lead and opium 
pills often serve for a short time. Care 
must be taken that habit is not produced 
and paragoric and tincture of opium 
had best not be used at any time. 

One may here consider the steroids 
with the patient watched constantly. Un- 
fortunately certain undesirable side 
effects occur in 50% of the patients 
eventually. Retention of salt and water, 
increased output of potassium, hyper- 
tension, rounding of the face, acne, 
striae, glycosuria, nervousness, hemor- 
rhage from the GI tract, voracious appe- 
tite, liability to peptic ulcer, and bowel 
perforation, activation of a quiescent 
tuberculosis, and the masking signs 
of intercurrent infections can all be 
observed in patients requiring high 
doses of steroids to control their symp- 
toms. The mode of action of cortiscne 
is unknown but it has no definite cura- 
tive action and quite alarming symptoms 
often occur in its withdrawal. It is for 
these reasons that the cortisones may be 
used for a short itme, in the fulminating 
cases, and those soon to be operated on. 

The value of ACTH and related drugs 
in the treatment of ulcerative colitis has 
received considerable attention of late 
years. (Treulove and Witts.?) In a con- 
trolled study of 109 cases treated with 
cortisone, and 101 cases managed with- 
out steroids, remissions were more com- 
mon in the cortisone treated group and 
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both are more effective in the early stage 
of the disease. Mallby* and co-workers 
describe favorable results in 109 cases 
of ulcerative colitis treated with ACTH 
or cortisone. Here also is mentioned the 
value of initial treatment. That lives 
may be saved and operations delayed by 
their use can be seen, but the use of the 
steroids should be relatively brief con- 
sidering the long duration of ulcerative 
colitis; and the cure of the disease is not 
benefited. In the acute and fulminating 
case, their use is indicated because the 
disease has not produced much destruc- 
tion of tissues, and surgery may be 
avoided or delayed. But in the chronic 
cases my own experience with these 
drugs has been questionable and this 
pertains particularly to the recurrence 
of the chronic cases although an oc- 
casional one may be controlled if the 
steroid is started early enough. Potas- 
sium depletion, mental depression and 
glycosuria should be remembered, when 
it is used. 

The poor results from cortisone thd 
writer has received in the well-estab- 
lished case of ulcerative colitis, and the 
danger of unhappy types of complica- 
tions from its use, have caused the writer 
to largely give up their use; in mainte- 
nance therapy it is especially to be de- 
preciated. Opinions continue to differ as 
to the use of those steroid remedies. 
Bargen* believes that cortisone is indi- 
cated in less than 5% of all cases. Since 
it is not a cure and the symptoms 
can be controlled better by other means, 
this about meets with my opinion. In 
certain complications it is very helpful 
at times for a short use. 

In a series of 100 cases reported in 
1948 before the use of steroid therapy, 
Kirsner J, B. et. al,° only 53 were esti- 
mated: to: have benefited from medical 


therapy. Fourteen died, and in a recent 
survey of 180 cases treated with the 
steroid drugs, the results were satisfac- 
tory in 85%; 6 of 12 deaths were in 
some way related to hypercorticism. 
70% of the cases were of the type that 
did not respond to conventional treat- 
ment. My recommendation is to start 
with ACTH, 20 to 40 units a dose, fol- 
low up with a metacortone but use the 
other methods of treatment suggested. 

In the severe cases it is well to start 
the treatment by hospitalizing the pa- 
tient for a while. In addition to the 
treatments, three worthwhile items are 
added: Physical rest lowers the sensi- 
tiveness in the sympathetic nervous and 
even when out of the hospital early to 
bed and afternoon siesta are beneficial. 
In the hospital, opportunity is offered to 
study and correct the patient in his emo- 
tional and other errors. Questioning 
here often will disclose a mental trial the 
patient is living under that could easily 
be controlled without psychoanalysis. 
This is important, not that psychiatric 
treatments can cure ulcerative colitis, 
but there “is a short distance between 
the mind and the colon” and nervous 
disturbance unstabilizes the colon, and 
this irregularity playing on colon func- 
tion enhances the inflammatory path- 
ology. Thus physical and mental rest are 
two distinct attributes of treatment. The 
European custom of heat to the abdo- 
men for an hour after feedings, or more 
or less during the day, often controls 
the distress and may serve better than 
drugs to control abdominal distress. 

In my experience, the main depend- 
ence must be placed upon three special 
items of treatment: 

@ The bowel stasis 

@ Blocking reinfection 

@ Biologic treatments. 
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Bowel Stasis Every case of ulcera- 
tive colitis, no matter how many or fluid 
the movements, shows the presence of a 
distinct colonic stasis at all times. This 
item of treatment does not receive the 
attention that it should. Often just the 
more complete cleansing by an inside 
measure will slow down the number of 
movements and eventually control the 
very fluid character of the stool. This 
should never be handled by any form of 
enemas, and rarely by the usual laxative 
drugs. After the trial of many agencies, 
I have found that irradiated vaseline, to 
which 20% of beta lactose and 4% of 
oleum ricini is the best. A tablespoonful 
dose is taken by mouth once or twice a 
day and kept up steadily. This not only 
clears the colon and has a sedative effect 
on it, but often takes the place of opium 
in relief of pain and control of bowel 
movement. There are a number of sub- 
stances on the market that can answer 
for this purpose, such as the plantago 
products with vitamins. Sometimes the 
taking of a teaspoonful of bismuth sub- 
galate in water before breakfast is a 
good combination with such a laxative. 
These are kept up for some time after 
the rectum shows a cleared condition of 
the disease. 

Blocking Reinfection The next 
essential item of treatment is to control 
the reinfection of the colon that comes 
from the pericolonic and mesentery 
lymphatic glands. The best substance for 
this is the use of mercurochrome in half 
of the average doses, given intraven- 
ously, usually on days between the small 
blood transfusions. These are given 
alternately with the small blood trans- 
fusions, and stopped when distinct im. 
provement has taken place. In hundreds 
of these injections I have never seen 
any untoward effects. However, it is a 
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measure not necessary in all cases, or 
one that needs to be used for only a 
short time. The instance of mercuroliza- 
tion or anuria has never occurred and | 
have no hesitation in its use. As a meas- 
ure alone it does not noticeably change 
the number or character of the stools, 
although occasionally a dose seems to 
increase the bowel movements slightly. 

Biologic Treatments The third item 
of special treatment is the biological 
treatments. These are very difficult to 
evaluate and it is usually the patient who 
claims benefit from them. In about a 
third of the cases they are not emploved 
and usually are used as office procedure. 
This consists of two forms. 1—Twice a 
week ascending doses of vaccine made 
up of several strains of B dysentery, 
these being secured from different 
sources. About 4% of chronic ulcerative 
colitis have stools positive to one of 
the forms of B dysentery. These are 
added to the stock vaccine which is 
made up in concentrated form and the 
doses judged by local reactions and kept 
up in the intervals between attacks. In 
addition to this general immunity-pro- 
ducing method, rectal instillations of B. 
coli of the non-hemolytic type in full 
growth doses of 24 hours in 15 c.c. of 
lactose-peptone media, diluted with 2% 
lactose solution and injected into the 
rectum twice a week is employed. A 
real antagonism exists between the inno- 
cent types of B. coli and their baterio- 
phage against the increased content of 
micro-organisms. Many of the patho- 
genic and zymogenic organisms are in- 
creased in ulcerative colitis. In securing 
these organisms in a stock strain sense 
it is well that they be secured from feces 
rather than other parts of the body. The 
well known law of selectivity is impor- 
tant here. By careful cultural methods, 
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they may be started from the patient’s 
stool. If not successful, they may be 
secured from stools of some member of 
the patient’s family. One must be care- 
ful not to use the high hemolytic strain 
here. 

It must be obvious that when exten- 
sive fibrosis and cicatrization have oc- 
curred that but a limited response can 
be obtained from medical handling. In 
advanced ulcerated colon the disease is 
only moderately reversible. Perfora- 
tion, massive and frequent hemorrhage. 
continued evidence of infections, polypo- 
sis and debility may require surgery. 
My experience has been, though, that 
surgery is often advised and even per- 
formed when a continued medical han- 
dling would have produced a_ better 
result, In the absence of complications, 
is called for even 
in the extreme cases, and many times. 
when properly treated, what looks like a 
hopeless sort of case may turn and sub- 
stantial benefits take place and even the 
relapses be controlled. In surgery the 


medical treatment 


one stage procedure is to be recom- 
mended, but if the rectum has remained 
healthy looking, such as after a partial 
excision colectomy had been done, the 
rectum may not have to be sacrificed 
and an ileo-sigmoidectomy may be prac- 
tical. Examination of the rectum should 
be made every month or two during 
medical treatment. Evaluation of possi- 
bility of doing this most desirable in- 
ternal hook-up is only possible in this 
way. Even in the difficult case during 
intermission, the rectum may appear 
perfectly normal. If operation is contem- 
plated this is the desirable time to at- 
tempt an_ ileosigmoidectomy. With 
constant involvement of the rectum, it 
should be removed at the time of the 
colectomy. Whatever the reason for 


surgery, the continued appearance of 
the rectum is important in all cases. 
Even in the complications of stricture, 
malignant degeneration and _ arthritis 
ileosigmoidectomy without removal of 
the rectum may be practical. 

In five years 172 cases of ulcerative 
colitis were seen. They ranged from mild 
to extreme grades. They all were in- 
stances of continued above-normal in 
number of bowel movements, the vast 
majority being of fluid character. Of 
these, 17 cases, for various reasons. are 
not included. In the 155 remainder. 
there were 16 cases that were considered 
operative when first seen, leaving 139 
cases that were studied and treated. Of 
these, 37 were considered as mild cases, 
that is, ones that responded quickly to 
treatment, had practically no recur- 
rences requiring attention, in whom the 
general health was good, and who seem 
to be cured. In the remaining 102 cases, 
with well-established disease, there de- 
veloped two (both cortisone cases) that 
perforated, one had continued hemor- 
rhages, ten that did not respond to medi- 
cal treatments sufficiently, one was 
suspected of having a carcinoma, and 
one had a difficult upper rectal stricture. 
These were all operated upon. This 
leaves, without the mild cases men- 
tioned, 87 cases of definitely established 
disease and these deserve special men- 
tion. 

Statistics in operative 
variously, usually it is between 10 and 
20 percent. In these severer cases, the 
results of medical treatment were con- 
sidered satisfactory in 89%. In the re- 
mainder, more or less bowel disturb- 
ance, with bouts of diarrhea occurred. 
In the majority, these were being toler- 
ated and there was evidence that, with 
reasonable medical attention, as time 


cases ran 
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went on the disease seemed to control 
itself. I have often felt that in this 
disease if the patient can live with the 
disease long enough, nature would tend 
to cure it. There is so much variety in 
the cases that each case must be judged 
as an entity unto itself. However, the 


reasonable results, limitation of compli- 
cations, and the patient’s general state 
of health remaining fair, I am prone to 
keep away from operation and treat the 
cases medically. The chronic cases in 
which surgery is indicated are largely 
the result of poor medical management. 


Conclusions 


A deficiency in the naturally 
built-up immunity is the main 
etiological factor in the produe- 
tion of ulcerative colitis. 

The factors of allergens, elec- 
trolyte deficiency and vitamins are 
described. 

The intestine is dependent upon 
monocytic and polymorph re- 
sponse in the blood, and the treat- 
ment of sigmoiditis as a prophylac- 
tic factor is mentioned. 

The pathologic process is essen- 
tially that of a lymphatic involve- 
ment in which Escherichia organ- 
isms are mostly concerned. The 
cases may be divided into the mu- 
cosal and lymphatic in major 
pathology; the lymphatic are the 
more severe and tend to complica- 
tion and surgery. 

The use of steroid remedies is 
described; their employment in the 
beginning of the disease being use- 
ful, they never are a cure, and in 
the advanced case they are gener- 
ally useless. 


The psychosomatic factors can 
easily be treated with the patient 
in the hospital. 

The importance of colonic stasis 
is mentioned and the best method 
is mentioned for its control. 

The factor of control of the rein- 
fection is most important in the 
prevention of recurrence. 

The importance of biological 
treatments is described. 

Surgery is often done too early 
when good medical treatment 
should have been persisted in. 

The rectum should be examined 
at intervals and the possibility of an 
ileosigmoidectomy carefully con- 
sidered. In some cases a successful 
ileosigmoidectomy may be possi- 
ble in the interval between attacks. 

With the proper selection of 
cases satisfactory results can be de- 
pended upon to be as high as 89%. 
The remainder of them are in- 
stances of complications requiring 
surgery, generally the result of 
poor medical handling. 
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Cireumsceribed 


Neoplastic Lesions 


A New Modality for Therapy 


Rationale for the use of interstitially 
implanted radioactive materials stems 
from the physical law that radiation in- 
tensity varies inversely as the square 
of the distance. More 
stated, if it were possible to bring 
tissue in contact with a source having 
favorable radiation characteristics one 
would be able to achieve marked local 
effects with negligible damage to adja- 
cent sites. 


practically 


Studies carried out on fused germani- 
um oxide needles or filaments containing 
P*? or Au’®’, indicated that these radio- 
active isotopes could be implanted in 
tissues, the beta component of their 
emissions producing marked tissue 
changes in a more or less circumscribed 
area. However, the filaments were quite 
brittle, the P**? leached to a considerable 
extent and was carried to other tissues, 
while the gamma emission of Au’®*® 
caused excessive radiation exposure to 
those preparing and handling the fila- 
ments. For these reasons, and because 
of experimental and clinical findings 
which pointed toward the potential use- 
fulness of radioyttrium (Y°°)* for local- 


ized tissue irradiation, a plastic, tissue- 
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soluble filament containing Y°° has been 
developed by extruding from a heated 
die a mixture of methy| cellulose, propyl- 
ene-glycol and radioactive yttrium 
(F""}. 

The filaments just described have 
been implanted into a variety of tissues 
in the rabbit and dog (subcutaneously, 
lung, liver and brain) and the tissue 
response studied. Extensive 
scopic data have been obtained. Figures 
1-4 are illustrative of these data. 

In every case the radiation effect on 
the tissue in question was predictable 
and sharply localized, with no signifi- 
cant translocation of the yttrium. There 
was little or no foreign body reaction 
induced by the Y2O3 remaining after 


micro- 
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*Yttrium-90 is a 2.18 mev pure B-emitter 
with a half life of 61 hours. It can be shipped to 
laboratories situated at a distance from the 
production site without great loss of radiation 
strength. Like the rare earth group of elements 
to which it bears chemical similarity it forms 
insoluble complexes with nucleic acids and has 
a strong affinity for chelating agents. 
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solution of the methyl cellulose matrix, 
and tissue repair at the radiation site 
was always complete. No additional 
surgical trauma is necessary for removal 
of the radioactive source as in the case 
with long lived gamma emitters, i.e. Ra, 
Rn, Co®. 

In preliminary studies in humans the 
Y°° filaments have been inserted into 
subcutaneous metastases (of varying 
size from 7 mm. to 5 cm.) present on 
the abdominal and chest walls of two 
patients suffering from bronchogenic 
neoplasm. 
from the time of implantation it was no 
longer possible to detect any tumor 
clinically. The surrounding tumor bear- 
ing Areas (serving as controls), includ- 


In both cases by one week 


ing those into which non-radioactive 


FIGURE |. Section of dog brain 60 days after 
the implantation of radioyttrium filaments into 
the right parietal region (134X). There is a 
sharply circumscribed area of gliosis with mini- 
mal inflammatory infiltrate. A narrow zone of 
petechial hemmorhage is present in the adjacent 
brain tissue. Animal in excellent condition at 
time of sacrifice. 
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inserted, had either 
stayed the same or increased in size. 
None had diminished. There were no 
untoward effects on the overlying skin 
and wound healing in the sutured inci- 
sion sites appeared to be progressing 
normally. At autopsy 8 and 20 days 
post insertion of the Y°° filament there 
was no gross evidence of remaining 
tumor at the implantation sites and 
there did not appear to be any deleteri- 
ous reaction in the surrounding tissues. 
essentially 
confirmed the gross impression. 
lar results were obtained following im- 
plantation of the radioactive filament in 
an axillary node (3 x 4 cm.) and sub- 
cutaneous nodule (5 x 5 cm.) contain- 
ing metastatic malignant melanoma. 


filaments were 


Microscopic examination 


Simi- 


FIGURE 2. Section of dog brain 90 days after 
the implantation of radioyttrium filaments into 
the right parietal region (134X). See remaining 
yttrium oxide ‘pigment and stable scar formation. 
There is no abnormality in the adjacent brain 
tissue. Animal in excellent condition throughout 
the period of observation. 














FIGURE 3. Section of dog liver 35 days after 
the implantation of radioyttrium filaments into 
the right lobe (134X). There is a sharply circum- 
scribed area of necrosis 2 centimeters in diam- 
eter, Animal in excellent condition throughout 
period of observation. 


Two patients in this series had corynal 
metastases from bronchogenic neo- 
plasms. One of these patients had pre- 
viously undergone a left pneumonec- 
tomy followed by several courses of X- 
radiation to his remaining lung in an 
attempt to control the tumor there. He 
was currently suffocating from corynal 
metastases which on bronchoscopy were 
demonstrated to block the bronchial 
ostia almost completely. Y°° filaments 
were inserted directly into the corynal 
tumor through the bronchoscope with 
the aid of biopsy forceps. Within one 
week his marked cyanosis and dyspnea 
had dramatically improved. The pa- 
tient was re-bronchoscoped two weeks 
following the filament insertion. The 
corynal mass was no longer apparent 
and both ostia were easily visible. On 
repeat bronchoscopy six weeks later the 


area was still grossly free of tumor. At 
autopsy 12 weeks following the fila- 
ment insertion the site was found to be 
free of tumor. 

The second patient had a 2 x 2 cm. 
corynal implant which was causing him 
only minimal respiratory embarrassment 
but was friable and a source of annoy- 
ing hemotysis. At bronchoscopy ten 
days following insertion of the radio- 
active filament in a manner similar to 
that described above, the tumor had re- 
ceded considerably in size and no longer 
bled upon manipulation. Bronchoscopy 
5 weeks post insertion revealed no evi- 
dence of gross tumor, and the patient 
was discharged from the hospital. 

In all cases the procedure did not ap- 
pear in any way to disturb or incon- 
venience the patients and there were no 





: Ae: ae Rav is is . 
FIGURE 4. High power view (134X) of previous 
figure showing the sharply defined area of liver 
necrosis in greater detail. There is scar forma- 
tion and minimal inflammatory response. The 
zone of transition between complete tissue de- 
struction and surrounding normal tissue is 50 
microns (approximately 6 ‘cell layers thick). 
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apparent side reactions. Blood and 
urine collections and tissue distribution 
studies in autopsied cases revealed neg- 
ligible translocation of the Yttrium. 


It is proposed to use Yttrium®? 
filaments similar to those de- 
scribed above to produce con- 
trolled, sharply circumscribed 
areas of tissue destruction: 


1) Within discrete neoplastic le- 
sions for palliative effects as 
described above in the cases of 
obstruction or bleeding from 
the corynal metastases. Similar 
effects are anticipated in eso- 
phageal, ‘laryngeal rectal and 
perianal lesions. 


vantages over techniques and 
isotopes currently being used 
for these purposes. 


3) In brain tumors — either for 
palliation as to relieve obstruc- 
tion or for attempt at defini- 
tive cure in selected cases. 


4) For performing prefrontal lob- 
otomy to give pain relief in 
selected cases of cancer suffer- 
ing from intractable pain due 
to neoplastic involvement. 


5) In selected cases of glandular 
neoplasm such as certain pitui- 
tary growths. 


6) Glandular (such as pituitary 

2) In selected cases with lesions and/or adrenal) destruction in 

of the cervix (for cervical and selected cases of hormone de- 

parametrial implantation) and pendent tumors (breast, pros- 

prostate (for prostatic and tate). Hypophysectomy by the 

perineal implantation) — this parapharyngeal approach may 
modality appears to have ad- lend itself to this modality. 

Summary 


The use of radioactive filaments 
which are soluble in tissues, and 
therefore do not necessitate later 
removal, offers a convenient means 
of implanting favorable radioactive 
materials. 

Furthermore, the effects on 
tissue of filaments emitting only 
beta particles like those of Y°° are 
markedly different from those pro- 
duced by gamma or X-radiation. 
There is complete cellular destruc- 
tion adjacent to the filament, with 
the zone of transition to normal 
tissue being approximately 50 
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microns in width. By reducing the 
Y°° concentration to less than 500 
microcuries per linear centimeter, 
the diameter of the primary action 
can be held to a few millimeters. 
At a concentration of 1000-1800 
uc/linear em. the tissue destruction 
extends to the maximum diameter 
obtainable (10-12 mm.). Thus, by 
adjusting the Y® content of the 
filament it is possible to ablate a 
small volume of tissue, or with 
high concentrations and multiple 
implants, to destroy any desired 
volume. 


219 











Histoplasmosis 


The Present Status in the West 


It is a great honor to be invited to 
speak before this distinguished group of 
surgeons. I deeply appreciate your gra- 
cious invitation to participate in your 
program. Because of the short period of 
time allocated to me this afternoon, I 
shall be forced to give you only a few 
highlights of this problem and refer you 
to recent contributions on this fascinat- 
ing subject for any additional details 
that may need further clarification in 
your thinking. 

Histoplasmosis was first described by 
Darling’ as a uniformly fatal tropical 
disease, fifty-one years ago. Thirty-one 
years ago, Riley and Watson’’ recorded 
the first fatal example of this disease 
from Minnesota. Twenty-three years ago, 
de Monbreun"’ finally proved that Histo- 
plasmosis was an atypical fungus dis- 
ease, possessing a life-cycle that could 
only be completed by developing a 
“mycelial-form” in such intermediate 
common animal hosts as:—the cow, 
horse, dog, chicken, etc. Fourteen years 
ago, Long and Stearns’? first reported 
the very important fact that in the 
United States, Histoplasmosis may exist 
in a benign, very mild, non-fatal form. 
These startling conclusions were predi- 
cated upon a study of the chest roent- 
genograms of 53,400 inductees in the 


early part of World War II. 


DONALD C. COLLINS, B.A., M.D.* 
Hollywood, California 


' only one- 


Up to six years ago,' 
hundred and thirty-eight authenticated 
instances of Histoplasmosis had ap- 
peared in the world’s medical literature. 
Only forty-three per cent were correctly 
diagnosed during life. Eighty per cent 
of these patients originated within 
twenty-four states of this country. Also 
in 1951, Raftery’* publicized the speci- 
ficity of the “starry-sky” histiologic 
appearance of Histoplasmosis. He also 
stated that ten per cent of childhood 
appendices showed the presence of His- 
toplasmosis upon reexamination. 

Five years ago, Furcolow and Larsh'’ 
showed that Camp Gruber (Oklahoma) 
pneumonitis was caused by the Histo- 
plasma capsulatum. During this same 
year of 1952, the Hotchkiss-McManus 
modification of Schiff’s periodic acid 
stain was presented as affording an 
accurate and specific stain for rapidly 
identifying the histiologic evidences of 
Histoplasmosis. 

My interest was aroused by Raftery’s" 
article in 1951. Since then I have re- 
viewed many different types of human 
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tissues. To my surprise I learned that I 
had overlooked many instances of His- 
toplasmosis in the past. It has been 
stated by others® that the “granules” 
found within giant cells of germinal- 
centers of lymph nodes were not the 
specific organism, Histoplasma 
sulatum, but rather represented only 


unidentified Re- 


cently® of 1,542 colo-proctologic sur- 


cap- 
*“inclusion—bodies”. 


gically excised fresh specimens, 801 
(51.7 per cent) were further cultured 
for the presence of the Histoplasma cap- 
sulatum. There was a 91.6 per cent 
agreement between the “positive” his- 
tologic the 
“positive” cultures of this fungus upon 


diagnoses and specific 
artificial media. Such culture technics 
are both tedious and expensive. 

Table I summarizes the incidence of 
proven Histoplasmosis in either specific 
diseases or in anatomic specimens, The 


large majority of this material was de- 


tial index as to the incidence of Histo- 
plasmosis in that geographic area. Hu- 
berty, in a personal communication to 
me, found an incidence of 11.7 per cent 
of all new students entering U.C. L. A. 
presented irrefutable evidence, on their 
entrance physical-examination, of either 
having had or were having an infection 
by the Histoplasma capsulatum. 

It would appear that the great in- 
crease of population in California com- 
bined with the vast new acreage under 
intense irrigation have made this geo- 
graphic area truly endemic for Histo- 
plasmosis. 

In the future, Histoplasmosis should 
be recognized more frequently and its 
lesions treated more efficaciously by the 
intensive use of Quinacrine hydro- 
chloride (Atabrine Hydrochloride® 
(Winthrop-Stearns) ). The usual adult 
dosage is one 100 mg. Tab., per os, tid., 
p.c., daily,—for six days, rest ten days; 


rived from medical sources in Southern and complete six such courses of 
California and should serve as a par- treatment. 
Table | 





INCIDENCE OF HISTOPLASMOSIS IN THE GASTROINTESTINAL TRACT 








Source of Material (No. Cases) 
(Reference Cited by Number) 


| 
| 


| Per Cent Incidence of 
| Proven Histoplasmosis 














JUVENILE MESENTERIC LYMPHADENITIS (151) 52.6 
ye 42) 
CHRONIC ULCERATIVE COLITIS (179) 35.7 
(4, 6 & 8) 
NON SPECIFIC REGIONAL ENTERITIS (219) 31.5 
(2, 4, & 7] 
ANAL — RECTAL REGION (1,542) 11.5 
. (5, 6 & 7) 
COLON, (MINUS "C. U. C.") (1,026) 9.8 
(4, 6, & 8) 
VERMIFORM APPENDIX, UNSELECTED— 
CONSECUTIVE SPECIMENS (50,000) 7.8 
(3) 
GRAND TOTALS (53,117) | 8.3 
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Conclusions 


1. From present available evi- 
dence, Histoplasmosis has become 
endemic on the Pacific Coast. 

2. Its incidence in Southern 
California among the general pop- 
ulation appears to vary from eight 


to twelve per cent. 

3. Quinacrine hydrochloride, at 
present, appears to offer the great- 
est therapeutic value in treating the, 
varied manifestations of human 
Histoplasmosis. 


Bibliography 


1. Collins, Donald C.: Mesenteric lympha- 
denitis in adolescents simulating appendicitis. 
Canad, M.A.J. 34:402-405 (April) 1936. 

2. Collins, Donald C.: Histoplasma capsula- 
tum: The principal cause of mesenteric lympha- 
denitis in juveniles. Mississippi Valley M.J. 77: 
146-152 (September) 1955. 

3. Collins, Donald C.: A study of 50,000 speci- 
mens of the human vermiform appendix. Surg., 
Gynec. & Obst. 101:437-445 (October) 1955. 

4. Coliins, Donald C.: The role of histoplas- 
mosis in colonic disease. Southwestern Med. 
37:104-109 (February) 1956. 

5. Collins, Donald C.: Histoplasmosis: A 
common disease in Southern California. General 
Practice. 19:11-12, 26, & 34 (March) 1956. 

6. Collins, Donald C.: Histoplasmosis and the 
Colo-Proctologist. Am. J. Proct. 7:379-391 
(October) 1956. 

7. Collins, Donald C.: Histoplasmosis in the 
aged. J. Am. Geriatrics Soc, 5:27-31 (January) 
1957, 

8. Collins, Donald C.: Histoplasmosis and the 
Gastroenterologist. Am, J. Gastroenterology. 
27:251-256, & 258 (March) 1957. 

9. Darling, Samuel T.: A protozodn general 
infection producing pseudotubercles in the 
lungs and focal necrosis in the liver, spleen 
and lymphatics, J.A.M.A, 46:1283-1285 (April 
28) 1906. 


10. Furcolow, M. and Larsh, H,. W.: Direct 
isolation of Histoplasma capsulatum from soil. 
Probable etiologic relationship to Camp Gruber 
pneumonitis, Proc. Exper. Biol. & Med. 80:246- 
248 (June) 1952, 

11. Hodgson, Corrin H., Weed, Lyle A. and 
Clagett, O. Theron: Pulmonary Histoplasmosis. 
Summary of data on reported cases and a re- 
port on a patient treated by lobectomy. J.A.M. 
A. 145:807-810 (March 17) 1951. 

12. Long, Esmond R. and Stearns, William 
H.: Physical examination at induction, Stand- 
ards with respect to tuberculosis and their ap- 
plication as illustrated by a review of 53,400 
x-ray films of men in the Army of the United 
States. Radiology. 41:144-150 (August) 1943. 

(13. de Monbreun, W. A.: The cultivation and 
cultural characteristics of Darling's Histoplasma 
capsulatum. Am. J. Trop. Med. 14:93-125 
(March) 1934. 

14. Raftery, Lieutenant Allan: Subclinical His- 
toplasmosis. Gastro-intestinal Histoplasmosis of 
children, J.A.M.A. 145:216-219 (January 27) 
1951. 

15. Riley, William A. and Watson, Cecil J.: 
Histoplasmosis of Darling with report of a case 
originating in Minnesota, Am. J. Trop. Med. 
6:271-282 (July) 1926. 


7046 Hollywood Boulevard 





FELLOWSHIP KEY 


the key. 





A Fellowship Key of 10K Gold, as illustrated, is now available to 
Fellows of the International Academy of Proctology. 


Applications for the Fellowship Key should be made to the office 
of the Secretary, 147-41 Sanford Avenue, Flushing 55, N. Y. 


A check in the amount of $15.00 should accompany the order for 


THE AMERICAN JOURNAL OF PROCTOLOGY 











Psychosomatic 


Mechanisms 


in Constipation 


and Diarrhea 


It has long been recognized that 
bowel function is influenced by emotion- 
al factors. A clarification of the ele- 
ments involved came from early psycho- 
analytic observation and theory which 
demonstrated a fundamental relation- 
ship between feeding and excretory 
processes on one hand and the develop- 
ing psychic structure on the other.'~?° 

To briefly summarize, the infant’s 
earliest impulses are directed toward 
nursing satisfactions. When gratified, 
the psychological state approaches that 
of narcissism,”" ** ?* which may be de- 
scribed as a feeling of complete satisfac- 
tion, wholeness, and omnipotence. The 
bodily content, feces, acquires narcis- 
sistic value through two factors besides 
that of possession. The first has to do 
with the pleasurable sensation at the 
anal zone, which is a repetition of the 
pleasure which was experienced at the 
oral zone,, and has equal value." * ** ** 
The second factor is connected with 
training, when the possession, feces, is 
given up in exchange for the love or 
approval of the parent, which is also 
narcissistically valued.*» *" ** Thus, the 
earliest attitude toward feces is copro- 
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philic, and on this basis, psychogenic 
constipation has been attributed to the 
tendency to withhold or retain the 
valued object; whereas diarrhea has 
been thought to represent the negation 
of such impulses by expressing the wish 
to give something of value to others, 
thereby supporting the wishes to take or 
receive, and alleviating guilt.** °° °° 

Another factor has been interpreted 
as determining the attitude toward 
feces, namely the influence of hostile 
impulses which endows the feces with 
destructive, sadistic qualities.'® ** *% °° 
This demands a projection to the outer 
world. When destructive impulses are 
suppressed, diarrhea has been _inter- 
preted as accomplishing the necessary 
expulsion.’” 7° 2% 27 As projection of 
sadistic impulses prevails, constipation 
may be considered as a compensatory 
mechanism.” 7° *° According to the 
classical psychoanalytic formulations, 
then, the positive evaluation of feces 
leads to constipation as an expression 
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of the wish to retain valued objects, or 
to diarrhea as a compensatory form of 
giving; whereas the negative evaluation 
of feces can lead to diarrhea as a sub- 
stitute expression of suppressed hostil- 
ity, or to constipation when hostile im- 
pulses are being projected. 

At this point, some physiologic con- 
siderations become pertinent. A broad- 
ened conception of psychosomatic dis- 
orders was introduced by Alexander?* *° 
who suggested that in dysfunction of 
vegetative organs, since there is no vol- 
untary neuromuscular control, the symp- 
tom cannot be merely a substitute ex- 
pression of an emotion, but rather its 
physiologic concomitant. 

Szasz* ** went further in considering 
the relationship between psychic and 
physiologic processes. He too felt that 
the earlier conceptions were incomplete 
in view of the fact that they dealt an- 
thropomorphically with —_ emotional 
forces, as if the colon could respond 
with its own_ intentions. 
Alexander had pointed out, it is under 
the influence of the autonomic nervous 


Since, as 


system, this could not be the case, but 
only the voluntary musculature of the 
sphincters could express withholding 
or discharging impulses volitionally.* 
Szasz proposed another view, based 
on the physiologic action of the upper 
and lower gastrointestinal tract innerva- 


tions. In normal hunger and feeding, 





* Szasz" points out however than anal tend- 
encies can influence colonic activity, though the 
mechanisms remain to be elucidated. As far as 
retention is concerned, we may suggest that 
voluntary withholding can affect the involuntary 
muscles secondarily. Best and Taylor ™ indicate 
that the defecation reflex occurs when intra- 
rectal pressure reaches 40-50mm.Hg., but that 
“the rectum soon adjusts its capacity to the 
bulk of the feces (postural tone) the pressure 
stimulus being then abolished. The rectum may 
therefore become unresponsive if defecation is 
voluntarily prevented." 





the vagus nerve activates the stomach to 
secretion and motility.** At the same 
time, by reciprocal sympathetic activa- 
tion or parasympathetic inhibition, the 
colon’s activity is diminished.*®  Fol- 
lowing ingestion of food and satisfaction 
of hunger, vagal inhibition reduces gas- 
tric activity and is followed by para- 
sympathetic activation of the colon 
with emptying, as in the gastrocolic re- 
flex.*° ** Since hunger, or the wish for 
food is psychologically equated with de- 
pendent strivings or the wish for love, 
the vagal mechanism is activated in the 
latter emotional state, and the chronic 
hyperactivity of the stomach leads to a 
chain of events producing peptic ulcer 
(Alexander et al? ** °°). This is ac- 
companied by a chronic parasympa- 
thetic and colonic inhibition, account- 
ing for constipation in ulcer patients. 
Vagotomy in ulcer patients produces 
decreased gastric activity and_inci- 
dentally, increase in diarrheal tend- 
ency,*” through the mechanism already 
described. The providing of food or 
its equivalent love, then, decreases vagal 
and gastric activity, and increases para- 
sympathetic and colon activity. Fur- 
ther, the expectation of fulfillment of 
oral needs, i.e., of literal food*’ or of 
love or dependent wishes,” *° has the 
same effect; and finally, the inhibition 
of oral cravings, e.g. from guilt, leads 
to the same physiologic result. 

From this formulation, Szasz believes 
that activation of the colon comes about 
not as an expression of its own voli- 
tional needs, but rather is secondarily 
determined by the oral or upper gastro- 
intestinal activity which starts the chain 
of events described. Accordingly, de- 
pendent oral strivings are accompanied 
by bowel tendencies in the direction of 
constipation; and diminished oral striv- 
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ings, as in guilt, are accompanied by 


bowel tendencies in the direction of 


diarrhea. 

Bearing in mind the distinction which 
has thus been emphasized, which indi- 
cates that the bowel operates not with a 
primary psychologic purpose or func- 
tion, but rather as an organ upon which 
psychologic operations impose certain 
physiologic processes, we may neverthe- 
less formulate an additional hypothesis 
regarding certain types of attitude and 
behavior and their relationship to bowel 
activity. We have already seen that a 
dual attitude develops very early toward 
bodily content, with strivings to incor- 
porate what is pleasurable and to sepa- 
rate off what is hostile and alien.?? An 
important point is that the organism’s 
own impulses are translated into the 
one or the other of these categories, 
and that a psychological splitting proc- 
ess between good and bad objects, in- 
ternal and external, imposes itself on 
the organism as a _ prime require- 
ment.'* #2: 48 Tt is this process which 
brings physiologic repercussions. The 
relationship seems to be one in which 
overt behavior and attitudes which are 
rejecting, hostile, or projecting, are ac- 
companied by bowel activity which is 
retentive; whereas behavior and_atti- 
tudes which are passive, guilty, or ap- 
peasing, are accompanied by bowel ac- 
tivity which is discharging. 

Several studies have demonstrated 
this relationship. Almy, Kern and 
Abbot** used kymographic tracings of 
sigmoid motility by means of distensible 
balloons introduced into the rectum, re- 
cording phasic activity of the circular 
muscles. Increased activity, indicative 
of spasticity, non-propulsion, or consti- 
pation, was observed to correspond with 
attitude and feeling states consisting of 
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defensiveness, hostility, and _self-asser- 
tion; while decreased activity, indicat- 
ing propulsion and tendency to diarrhea 
was observed with attitudes of depend- 
ency, self-reproach, and. fear. 

In a study of variations in attitudes 
and behavior in the play of children 
during modification in the course of 
ulcerative colitis, Prugh*® found that 
the predominant personality type in 
these children included inability to ex- 
press effectively any feelings of anger 
or resentment, especially toward parent 
figures. They were quiet, outwardly 
passive, excessively dependent, and im- 
mature. As aggressive feelings were 
acted out in play, with support from a 
positive relationship with the therapist 
assuring safety, the diarrheal tendency 
diminished. The inference was that 
emptying of the lower bowel serves as 
an additional line of defense against 
anxiety aroused by unacceptably hostile- 
aggressive feelings. 

In their monograph on mucous colitis, 
White, Cobb and Jones*® found that 
parasympathetic overstimulation of the 
colon was associated with specific per- 
sonality trends of over-conscientious- 
ness, dependency and sensitivity, with 
anxiety, guilt and resentment leading to 
the pathological tension. 

Other reports indicating a correla- 
tion between diarrhea and attitudes of 
passivity, dependency, guilt and fear, in 
cases of ulcerative colitis, include those 
of Murray,** Sullivan,** *° Wilson,”° 
Levine,2” Wittkower,°° Daniels,°' and 
Sperling.°® °° 

In regard to constipation, the statis- 
tical study of Alexander and Mennin- 
ger’? demonstrated a positive correla- 
tion between bowel retention and the 
presence of paranoid delusions; and 
roentgenologic studies by Henry** had 
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shown similar findings. Case reports by 
Berkeley-Hill*® and by Arlow*® present 
analytic material indicating the corre- 
lation of constipation and _ paranoid 
content or feelings of persecution. 
Although it is beyond the scope of 
this paper to present any detailed clin- 
ical material, it may be said that in the 
course of psychoanalytic work with 
several patients, the correlations already 
noted have been confirmed. The pa- 
tients with ulcerative colitis or mucous 
colitis have been passive, dependent, 
guilt-ridden, and 
manifested unassertive, reserved, de- 
fensive attitudes, particularly during 
periods when diarrheal tendencies pre- 


over-conscientious, 


vailed. The patients with constipation 
as a prominent symptom were more 
outgoing, assertive, capable of more 
sustained activity directed toward ac- 
influencing 
strongly prone to project and blame 
other people.** 


tively others, or more 


To express in another way the rela- 


tionship to which we have been re- 
ferring, the following hypothesis is 
offered: Psychologically, a splitting op- 
eration is required to retain what is 
good and expel what is bad. This 
dichotomy involves attitudes and _be- 
havior on one hand, and content .on the 
other. 
projection through behavioral activity 
or attitude have the net effect of assign- 
ing what is bad to the outside world, 
then content is reciprocally symbolized 


When expression, ejection, or 


as good, and retained, through conco- 
mitant physiologic (constipa- 
tion). Conversely, when preservation 
of the good within the organism is be- 
ing attempted through behavioral activ- 
ity and attitudes, then the content is 
symbolized as bad and expelled by com- 
pensatory physiologic activity (diarr- 


hea). 


**As pointed out by Szasz,"”™ the attitude 
being manifested may conceal an opposite 
underlying striving. Thus, it is the oral striving 
or its inhibition which determines the resultant 
bowel activity. 


action 





Summary 
1) Bowel function is signifi- forces which operate on both levels. 
cantly influenced by emotional 3) Recent studies correlating the 


processes, Early psychoanalytic con- 
tributions emphasized the role of 
erotic and narcissistic tendencies 
which determine the significance 
of feces, and conceived of the bowel 
as dealing with its content as a 
valued possession to be retained, 
or as a destructive force which 
could express hostile feelings in a 
symbolic and defensive way. 

2) The mechanisms of incorpo- 
ration and projection are carried 
out on psychological levels and also 
physiologically, and the organs 
which become involved in these 
functions are influenced by the 


physiologic mechanisms clarify the 
process through which emotional 
forces produce alterations in or- 
gan function, affecting bowel ac- 
tivity through a reciprocal rela- 
tionship between upper and lower 
gastrointestinal innervations. 

4) The defensive tendency to 
split good from bad objects on the 
psychological level has been recog- 
nized as a factor which can de- 
termine the direction of bowel 
activity toward constipation § or 
diarrhea. 

5) A formulation is presented 
here which considers psychogenic 
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aimed at maintaining a reciprocal 
balance between content and fune- 
tion, good and bad. 


alterations of bowel functions as 
the resultant of a dual set of oper- 
ations, behavioral and physiologic, 
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FLEET PUBLISHES NEWSLETTER AS 
SERVICE TO MEDICAL PROFESSION 





A newsletter covering the latest developments in proctology pro 
is now being published by the C. B. Fleet Co., Lynchburg, Va., ; 
as a service to general practitioners, internists and other 
specialists. 


Called Progress in Proctology, the publication provides 
physicians with the latest information on proctologic diagnosis 
and treatment selected from specialty journals and medical 
meetings. It will also include illustrated articles on the technic p 
of proctologic diagnosis. 

“Our purpose in publishing this newsletter,’ Charles G. 
Baber, Fleet president announced, “is to stimulate wider use 
of this diagnostic technic which is of inestimable value in the 
prevention and early detection of rectal and colonic cancer.” 
He pointed out that these types of cancer, causing an estimated 
35,000 deaths a year, are among the most preventable forms 
of the disease if proper diagnostic procedures are employed. 

The first issue of Progress in Proctology contains eight pages 
of news items, features and illustrative material in an un- 
usually easy-to-read format. “It provides comprehensive cover- 
age of those journals which the busy physician often has little 
time to examine for himself,’ Mr. Baber said. He noted that 
all editorial matter in the newsletter is reviewed by a medical 
board before publication. 
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ACM. »« «Mark of Quality in 
INSTRUMENTS for the PROCTOLOGIST 


. American Cystoscope Makers, Inc. are 
pioneers in the development of instru- 
ments of outstanding design that provide 
illuminated telescopic vision for procto- 
logic examination and surgery. The 

' A.C.M.I. mark on these instruments and 
accessories is the physician’s assurance 
of expert professional design, highest 
quality materials, and skilled workman- 
ship of the most meticulous precision. 
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See these outstanding instruments at your dealers 
or write for information. 


FREDERICK J. WALLACE, President 


American Cystoscope Makers, Inc. 


1241 LAFAYETTE AVENUE NEW YORK 59, N.Y. 


















NEWS 








The Ninth Annual Teaching Seminar oi 
the International Academy of Proctology, 
the outstanding proctologic teaching event 
of the year, convened at The Plaza, New 
York City, April 29, 30, May 1, and 2, 
1957. An unusually instructive program, 
covering both anorectal and colon disease, 
was well received by a very large audience. 

Of special merit were the panel presen- 
tations, one on amebiasis and one on ano- 
rectal disease. 

As has been the custom, members of the 
profession, whether or not affiliated with 
the Academy, were cordially invited to at- 
tend the Convention sessions, without fee. 
The response, as usual, was overwhelming, 
demonstrating once again the need for 
teaching proctology. 

The Motion Picture Seminars were es- 
pecially instructive and well attended. The 
audience was very enthusiastic. 

The Convocation Ceremony, under the 
direction of Dr. Edward J. Krol and Dr. 
Donald C. Collins, was beautifully pre- 
sented. Dr. Walter Judd, Representative 
from the 5th District of Minnesota in the 
Congress of the United States, House of 
Representatives, and on the Foreign Af- 
fairs Committee, delivered an inspiring 
and brilliant Commencement Address. A 
large audience of members, friends, and 
recipients of certificates, listened also to 
Commissioner Morris A. Jacobs, who de- 
livered an address of welcome to the 
Academy on behalf of the Honorable Rob- 


Left to right—Drs. William 
Lieberman, Morris Jacobs, 
Frank Borelli, Earl J. Halli- 
gan, Jacob J. Weinstein, 
Walter H. Judd, Alfred J. 
Cantor, and Henry Baker. 


NINTH ANNUAL 


ert W. Wagner, Mayor of New York City. 

Honorary Fellowship Certificates were 
granted to Dr. Frank Borrelli, Professor 
and Director of Radiology at New York 
Medical College and Chairman of the Iso- 
tope Committee, and to Dr. Henry Baker. 
Professor of Clinical Medicine, Tufts Uni- 
versity School of Medicine and Physician- 
in-Chief, First Medical Service, Boston City 
Hospital. 

The Annual Banquet and Dinner Dance, 
as usual, was a brilliant affair. Honored 
guests at the Banquet included Dr. Walter 
D. Anderton, Secretary of the State Medi- 
cal Society, who welcomed the Interna- 
tional Academy of Proctology in the name 
of the New York State Medical Society. 
Dr. Anthony Bassler, Dean of American 
Gastroenterology, Dr. Frank James Bor- 
relli, and Dr. Harmon Ephron, famed 
New York psychiatrist, were also in the 
audience. 

Dr. Abraham White, Assistant Dean of 
the Albert Einstein College of Medicine, 
accepted the third annual Academy Grant 
in the amount of $1000.00, designated by 
the Academy for teaching of Proctology 
at the College. This presentation was made 
by Alfred J. Cantor, M.D., International 
Secretary of the International Academy of 
Proctology. 

The second grant in a like amount was 
presented to Dr. Earl J. Halligan, Inter- 
national Secretary General of the Inter- 
national Academy of Proctology, and Pro- 
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fessor of Surgery of the Seton Hall Col- 
lege of Medicine, who received the check 
ror Msgr. John McNulty, President of the 
Seton Hall College of Medicine. This 
check was designated by the International 
Academy of Proctology for the establish- 
ment of a Chair in Proctology at the newly 
activated Seton Hall College of Medicine 
in Jersey City, New Jersey. This is to be 
filled by eminent visiting proctologists from 


Above left—Dr. Abraham White (left) of the 
Albert Einstein College of Medicine accepts 
check from Dr. Alfred Cantor (right). Dr. 
Walter D. Anderton of the N. Y. State Medical 
Society looks on, Above right—Dr, Henry Baker 
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all parts of the world. 

It was announced by Dr. Srancisco 
Puente Pereda, President-elect of the In- 
ternational Academy of Proctology, that 
the Tenth Annual Teaching Seminar of 
the International Academy of Proctology 
will be held in Mexico City, Mexico, in 
February or March of 1958. A cordial in- 
vitation to all physicians to attend this 
seminar was extended by Dr. Puente. 





of Tufts receives his Honorary Fellowship. 
Below left—Dr. Walter H, Judd is introduced 
by Dr. Cantor. Below right—Dr. Earl Halligan 
(left) accepts check for Seton Hall from Dr. 
Cantor. Dr. Anderton beams his approval. 




















BOOK REVIEWS FOR PROCTOLOGISTS 


HANDBOOK OF TREATMENT by Harold 


Thomas Hyman, M.D., Author of Integrated: 


Practice of Medicine and Handbook of 
Differential Diagnosis. J. B. Lippincott Com- 
pany, Philadelphia and Montreal, 511 Pages. 


The book is designed for the general prac- 
titioner especially, but will also be useful to 
the specialist who is extending his range of 
practice in terms of the general concepts of 
Psychosomatic Medicine. 

The book is useful for quick reference, and 
is not intended to be encyclopedic. 

The table of contents and the index make 
it possible to find the chosen subject in a 
hurry. The arrangement is alphabetical and 
there is a description of the general princi- 
ples of treatment for each entity, immediate 
care, and continuing care. 

Having been published in 1955, some sup- 
plementation may be necessary. However, it 
is a useful book for the library of any phy- 
sician. 


UROLOGY by B. G. Clarke, M.S., M.D., 
F.A.C.S., Associate Professor of Urology, 
Tufts University School of Medicine, Urolo- 
gist, New England Center Hospital; Urolo- 
gist-in-Chief, Boston Dispensary; Consultant 
in Urology, Boston Floating Hospital; Louis 
R. M. Del Guercio, M.D., Assistant Resident 
Surgeon, St. Vincent's Hespital, New York. 
The Blakiston Division of McGraw-Hill Book 
Company, Inc., New York, Toronto, London, 
1956. 245 pages. 162 Figures. Price $6.50. 


This is a small volume designed for the 
student or for review. 

The free use of diagrams and pictures, X- 
rays and photo-micrographs, are an essential 
feature of the text. In many ways this is 
superior to detailed descriptions. 

For so brief a text, diagnosis, physiology 
and the principles of treatment are very ac- 
curately covered. 


—Continued on page 234 


PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 


Malt Soup Extract completely relieved in- 
tractable itching and burning in 80 per 
cent of a series of 46 cases of pruritus ani 
within an average of 3 days.’ 


BASED ON NEW RATIONALE 


In pruritus ani the stools are usually strongly 
alkaline. Malt Soup Extract encourages the 
growth of aciduric bacteria in the intestines. 
When this has been accomplished, the feces 
become soft, have an acid reaction, and 
intractable itching of the rectal region dis- 
appears. 

1. Brooks, L. H.: Use of Malt Soup Extract 


in Treatment of Pruritus Ani (to be 
published). 


BORCHERDT'S 
MALT SOUP EXTRACT 


Malt Soup Extract contains specially proc- 
essed non-diastatic barley malt extract neu- 
tralized with potassium carbonate. 


Dose: 1 or 2 tablespoonfuls twice daily, taken by 
spoon, in milk or water. Continue for 2-3 weeks, 
when perianal skin should be healed. Resume 
treatment if symptoms recur. 


Supplied: In 2 forms: Liquid, in 8 oz. and pint 
jars. Powder, in 8 oz. and 16 oz, jars (use heap- 
img measure). 


MALT SOUP EXTRACT 


For samples and literature, write 
BORCHERDT COMPANY 
217 N. Wolcott Ave. Chicago 12, Ill. 
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NOW! 
EXCLUSIVE 


AUTOMATIC 
TILT on the 





Proctologic Table 





Again, Ritter saves you more energy... 
more time for efficient treatment of your 
patients. The zew Ritter Type 7-D-41 Proc- 
tologic Table brings you smooth, effortless, 
automatic hydraulic tilt. A light touch of the 
toe tilts this Ritter table to the exact position 
you wish. Both hands are left free to reassure 
your patient. Table is returned smoothly and 
quietly to horizontal by a touch of the toe. 
The automatic tilt mechanism is incorporated 
with the hydraulic base and has the same 
reliable smooth operating qualities. 


Compare these Ritter features... 
e Automatic, hydraulic base and tilt mechanisms. 
Full 18 inch elevation range .. . 29” to 47”. 
Maximum head-low of 50°. 

180° rotation. 

New side panels improve appearance and protect 
patient. 

Table top 20” wide . . . meets all requirements, 
saves valuable treatment room space .. . offers 
greater accessibility to patient. 


Own this new Ritter Table for about a dollar 
per office day under the Ritter Professional 
Equipment Plan. Ask your Ritter dealer for 
complete details or write the Ritter Compa- 
ny, Inc., 3128 Ritter Park, Rochester 3, N. Y. 
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only Ritter 
makes it so easy... 


COMPARE THESE RITTER FEATURES 





Patient is positioned on table. 


e. 





A light touch of the toe and the table tilts 
to the treatment position you wish. 


& 
wy 


1 





Another touch of the controls with the toe and 
the table returns smeothly to horizontal. 
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Comfort the irritated 
surface with 


alwencs 


cotton flannel pads saturated wit 


jlycerin and witch hazel 
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as a moist, soothing dressing, 


TUCKS are always ready, always 
comforting. TUCKS’ emollient med- 
ication stays in continuous contact 
with the wound without danger of 
overtreatment. 


TUCKS are especially indicated in— 


@ hemorrhoids and other anorectal 
lesions 


ec Iact, 





vy and ileostomy 


@ following episiotomy; anorectal 
operations 


@ routine wound cleansing and dressing 
supplied: In economical jars of 40 and 


100—each with plastic envelope to 
hold a day’s supply. 


For a generous four-jar sample, write— 


Web rersccren COMPANY 


Minneapolis 4, Minn. 


| tical guidance in history taking. 


recognized 


| tioner as well as to the allergist and the 
| psychiatrist. 


| MODERN MEDICINE ANNUAL 1956. An an- 
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nual publication containing the articles that 
appeared in the twenty-four issues of 
Modern Medicine during 1955. Walter C. 
Alvarez, Editor-in-Chief. Volume 1, 920 
pages; Volume 2, 1025 pages. Published by 
Modern Medicine, Minnesota. 








This very excellent reference work is now 
published in two volumes. Part One contains 
the reports published during the first six 
months of 1955, and Part Two covers the last re 
six months. Each volume has its own table of 
contents and indexes, and is very carefully 
arranged for ready reference. 

There is valuable material in these volumes 
for every physician, regardless of his special H 
medical or surgical interests. The proctologist 
will find useful medical and surgical sugges- 














tions in his field as well. 


| logic pattern of the allergic patient, and it 
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THE PRACTICE OF PSYCHOSOMATIC MEDI- Ss 
CINE—As Illustrated in Allergy by Hyman 
Miller, M.D., Associate Clinical Professor of 
Medicine, University of California at Los 
Angeles; Senior Consultant, Wadsworth Gen- 
eral Hospital, Veterans Administration, and 


Dorothy W. Baruch, Ph.D., Consulting Psy- L 
chologist. The Blakiston Division, McGraw- 
Hill Book Company, Inc., New York, Toronto, P 


London, 1956. 196 Pages, Price $5.00, 


It is now generally recognized that allergy 
is strongly rooted in emotional factors. The 
modern physician is more and more inter- 
ested in psychosomatic medicine. There is no 
better jumping off point for this interest than 
a discussion of the psychosomatic aspects of 
allergy. The remarkable integrative work of 
the Academy of Psychosomatic Medicine, 
bringing together the psychiatrist and the 
general practitioner, has furnished a mile- 
stone in the development of psychosomatic 
medicine. The appearance of textbooks such 
as the present book furthers this integration. 

The authors describe the general psycho- 


must be understood that this same pattern 
comes into play in all psychosomatic medi- 
cine. 

There are many case histories, and prac- 


The approach the therapy is good, and 
the fact that diagnosis is the 
proper beginning of treatment. This book 
should be very useful to every general practi- 
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: Nactole}p in ne)-lloy VEN tna | -aulotn geliete 


‘ 
rekel=\—pel C bo WHAT You’RE AFRAID SUCH A 
POTENT AGENT MIGHT DO 


Criteria of the ideal Evaluation of DYCLONE 
topical anesthetic' by these criteria 


RAPID EFFECT Dyclone is a rapid acting local anes- 
thetic.!"4 


HIGH POTENCY Dyclone has a high degree of potency.!~3 


Large areas can be treated without 
SAFETY danger; safe even if complete absorption 
is assumed.! 


In more than 5,000 reported cases sensi- 
LOW SENSITIZING tization to Dyclone was less than 0.1%. 
POTENTIAL No instance of cross sensitization with 

other topical anesthetics was found.°® 


“ce 


NO IRRITATION Dyclone is “... effective without fre- 


quent irritation.’’? 





references: 1. Shelmire, B.; Gastineau, F.M., 

and Shields, T. L.: Arch. Dermat. 71: 728, 1955. 

2. Hungerford, L. N.: Bull. Mason Clin. 9: 105, 

1955. 3. Arora, R. B., et al.: E.E.N.T. Monthly 

34: 593, 1955. 4. Morginson, W. J., et al.: Post i 
grad. Med. 19: 605, 1956. 5. Data from Pitman- H 
Moore Research Files. 


Dycl 0 n e Tad Lolom me) Releh 4 


the NEW topical anesthetic with unique antibacterial properties 


supply: Dyclone Creme, 1 oz. tubes with rectal applicator. 
tte Dyclone Solution, in 1 and 8 oz. bottles. 


Write for literature and samples 


itman-Moore Company division of Allied Laboratories, inc. + Indianapolis 6, Indiana 











New Zylax 
Tablets for Fast but 


Gentle Laxation 
RESULTS OVERNIGHT 
¢ NO GRIPING OR CRAMPING 
¢ NO SIDE EFFECTS 
¢ SUGAR FREE 
¢ CONVENIENT FOR ADULTS AND 
CHILDREN 
Ingredients per tablet: 
Active ingredient— 


Isatin (for the laxative 

effect of prunes) 5 mg. 
Debittered brewer's dried 

yeast 160 meg. 


Sodium carboxymethyl- 
cellulose 300 meg. 
Please write for Zylax samples. 
Literature available on other products: 
Zymenol, a laxative emul- 
sion containing health- 





ful brewers yeast 
Zymelose Tablets with 
brewer’s dried yeast and 
bulk-forming SCMC 
BSP Liquid, the product 
that helps prevent or 
heal bedsores 
OTIS E. GLIDDEN & CO., 
Waukesha 33, Wis. 


Inc. 














YOUNG’S 
RECTAL 
DILATORS 





FOR SPASTIC CONSTIPATION 


¢ Anal Stricture + Achalasia + Prolapse 
¢ Post-hemorrhoidectomy + Post-fistul- 
ectomy 

Gently stretch tight, spastic, or hyper- 
trophic sphincters. Help train defecation 
reflex, reduce tonus, induce mild peristal- 
sis. In graduated sizes for progressive 
therapy. 

Infants: In flexible rubber. Children and Adults: 
In bakelite. 


Send for Literature 


F. E, YOUNG AND COMPANY 


8057 Stony Island Ave. Chicago 17, Ill. 
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SURGERY FOR GENERAL PRACTICE by Victor 
Richards, M.D., Professor of Surgery, Chair- 
man of Department of Surgery, Stanford 
University School of Medicine, San Fran- 
cisco, California. The C. V. Mosby Company, 
St. Louis. 1956. 476 Illustrations, 947 pages. 
Price, $17.50. 


This book should be of particular interest 
to the general practitioner who includes sur- 
gery in his everyday practice. It will be of 
value for the surgical specialist, but to a 
lesser degree. 

The text is well organized, the contribu- 
tors are teachers of surgery at the Stanford 
University School of Medicine in California, 
and the material has been carefully selected 
for the intended audience. 

The material was developed at the Stan- 
ford University Surgical Out Patient Clinics. 
As the authors indicated, “Absolute truth... 
does not exist, and the material is presented 
from the standpoint of basic concepts and 
understanding...” This is a solid founda- 
tion upon which to build. The text begins 
with an excellent discussion of local anes- 
thesia, and proceeds to discuss the many 
subjects required in genera! practice surgery. 

All the sections are well written. The 
proctologist will find an excellent chapter on 
the anal canal and rectum. 

The book is recommended, not only for its 
text material, but for its splendid illustra- 
tions. 


CHEMOSURGERY IN CANCER, GANGRENE 
AND INFECTIONS by Frederic E. Mohs, 
B.Sc., M.D., Associate Professor of Chemo- 
surgery Department of Surgery, University 
of Wisconsin Medical School Head of the 
Chemosurgery Clinic State of Wisconsin 
General Hospital Research Associate, Mc- 
Ardle Memorial Laboratory for Cancer Re- 
search, Madison, Wisconsin—Charles . C. 
Thomas—Publishers, 305 pages. 


This is a rather unusual text describing a 
new method for the microscopically controlled 
excision of cancer. The author has evidently 
devoted many years to the study, and the 
book reflects a careful and scientific approach 
to an originally “irregular” branch of medi- 
cine. 

The major application of the Chemosur- 
gical technic appears to be to external skin 
lesions. The main mass of cancer is treated 
by preliminary surgical removal. This is fol- 
lowed by the application of a fixative chem- 
ical (zinc chloride fixative paste), for fixa- 
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tion in situ of tissues suspected of being neo- 
plastic. 

A layer of the fixed tissue is then excised 
and systematically examined under the micro- 
scope using frozen sections. 

The process is repeated until the entire 
neoplasm is removed. 

The proctologist will be interested to find 
that the author includes pilonidal sinus in his 
report, and also carcinoma of the anus and 
lower rectum. 

He advocates that chemosurgery become a 
specialty and describes the details of the 
chemosurgery clinic. 

The illustrations are profuse, excellent 
photographs and photo-micrographs, and the 
text is well written. 

The book offers a stimulating considera- 
tion of a relatively new approach to neoplasm 
of the skin area. 


ROENTGENOLOGICAL DIFFERENTIAL DIAG- 
NOSIS OF GASTRIC ULCERATIONS. 
(Diagnostic differential radiologique des 
ulcerations gastriques; Georges Candardiis, 
Introductions by Dr. P. Porcher and Dr, L. 
Babaiantz, 188 pg. with 92. illustrations. 
Masson & Co., Paris 1956. 


The eternal problem of the differential 
diagnosis between cancer and gastric ulcer 
has found a very serious study in Candard- 
jis’s publication. His book is based upon 
the findings on patients from the surgical 
service of the University of Lausanne in 
Switzerland. It deals with 108 benign ulcers, 
16 cases of carcinomatous degenerated ulcers 
and 9 cases of cancers in ulcer form. Can- 
dardjis is the roentgenologist and he shows 
the roentgenological aspects of these lesions, 
in conjunction with the publication of the 
medical, surgical and pathological findings. 
In his introduction. P. Porcher writes that 
our daily worries in this field are great and 
we are still too often embarrassed to find the 
correct answer only at the operation. We 
called it the eternal question, and we think, 
that due to this excellent book and many 
similar ones, we are going to be able to 
recognize many lesions which we see, and 
that, probably, entirely new methods have to 
be devised to detect all of the beginning 
cancers of the stomach. Too many cases, 
roentgenologically, cannot be differentiated 
from benign ulcerations; too many cancers 
come too late to operation. The re-examina- 
tion after therapy, is of the greatest value, 
but, sorry to say, the physicians and patients 
alike, have not understood the importance 
of this procedure. Porcher wants to get a 
positive diagnosis from the roentgenological 
examination, not a descriptive report. But 
this cannot always be done. 

We like this book very much and want to 
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BARR-SHUFORD 


RECTAL SPECULUM 


A practical instrument for 
clear, unobstructed examina- 
tions. Slot 114” long by 7’ 
wide offers adequate area 
for surgery or injection.. 
Equipped with metal ob- 
durator for ease of insertion. 

Product of the largest 
American manufacturer of 
non-illuminated rectal spec- 
ula, retractors, hooks and 
probes. Available through 
reputable surgical supply 
dealers. 


809 N.19th St., Phil 30, Pa. 
MANUFACTURERS AND WHOLESALERS 
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recommend it to internists, surgeons and 
roentgenologists. It is written in French, and 
its illustrations are very good and _instruc- 
tive. The print is clear. A large index of 
the international literature is added, which 
makes the book more valuable. Masson and 
Co. has published it with the greatest care. 
Franz J. Lust, M.D. 


PHYSIOLOGIC PRINCIPLES OF SURGERY by 
Leo M. Zimmerman, M.D., Professor and 
Chairman of the Department of Surgery, 
Chicago Medical School. Attending Sur- 
geon, Michael Reese and Cook County Hos- 
pital, and Rachmiel Levine, M.D. Chairman, 
Department of Medicine, and Director, De- 
partment of Metabolic and Endocrine Re- 
search, Medical Research Institute, Michael 
Reese Hospital. Professorial! Lecturer in Phy- 
siology, University of Chicago—published 
by the W. B. Saunders Company—988 pages 
—illustrated—price $15.00. 


This book offers a collaboration, under ex- 
pert guidance. Contributors are to be con- 


gratulated for their excellent application of 
applied psychology to modern surgery. 

The general surgeon as well as the special- 
ty surgeon will find this text of definite value 
as a reference work, and for constant study. 

The proctologist will find an excellent sec- 
tion on the large and small intestines. The 
general material on nutrition in surgery, pain, 
infection and antibiotics, and the significance 
of plasma proteins in surgical practice, are 
all exceptionally well done. 

The book is adequately illustrated. It ans- 
wers a real need in surgery. 


DORLAND'S ILLUSTRATED MEDICAL DIC- 
TIONARY 23rd EDITION—published by the 
W. B. Saunders Company—1598 pages—700 
illustrations and 50 plates. 


The 23rd edition continues the tradition 
of this classic reference work. Thousands of 
new terms have been added. The definitions 
of thousands of others have been rewritten. 

The anatomical tables are new, the mate- 
rial being based upon the Handbook of 
Biological Data. 

The new Dorland’s Medical Dictionary is 
clearly a superior text, and one that every 
physician and every medical library should 
own. 


PAINLESS Rectal Surgery! 
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to be assumed that this type of statistical 
information is difficult to obtain due to 
lack of cooperation of the patient. 

Also at the present time | have in the 
planning stage an office to be especially 
designed for maximum efficiency in the 
conduct of a proctologic practice, and 
also a certain amount of general prac- 
lice. I would especially appreciate ideas 
and suggestions for the floor plan and 
layout- of such an office, keeping in mind 
that I expect to be equipped to do hemor- 
rhoidectomies, cryptectomies, fissurec- 
lomies, pectenotomies, sigmoidoscopies, 
and other procedures in my clinic which 
is in effect a continuation of what I’m 
doing now, with facilities for recovery 
beds, etc, All the usual hospital facilities 
are available, including _ sterilization 
equipment (Autoclave), lab facilities. 
etc. If such clinic and floor plans can 
be obtained I would appreciate receiv- 
ing information regarding them. 

Anticipating the p!easure of an early 
reply, I remain, 

Sincerely yours, 


Dr. J. V., Houston, Texas 


Dear Dr, J. V.: 

Your suggestions on illustrations of 
the “Post-operative appearance of the 
I do not know 
anywhere that such illustrations have 


rectum” are excellent. 


appeared in print,—in the detail you 
request. 

If any of our readers are aware of 
such detailed photographs, a letter to 
the editor will be appreciated. 

Cordially, 
THE Epiror 
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OF ALL TYPES 


HYDROCIL...“usually leads 
to satisfactory bowel habits.’”! 


For Simple Constipation 


Hydrocil Regular 
Hydrophilic bulk-laxative contain- 
ing psyllium mucilloid and karaya 
gum dispersed in dextrose. 





For the Hypotonic Bowel 


Hydrocil Fortified 


contains acetphenolisatin, the lax- 
ative factor in prunes for added 
bowel stimulation in stubborn con- 
stipation not responding to routine 
therapy. 





FORTIFIED 
CAPSULES 


Hydroci 


contains psyllium mucilloid, meth- 
ylcellulose and acetphenolisatin. 


ADULT DOSE—2 to 4 capsules daily 
SUPPLIED: Hydrocil Fortified Cap- 
sules—bottles of 30 and 100 
Hydrocil Fortified Powder—4 oz, 


and Hydrocil Regular Powder— 
1-lb. slip-labeled canisters. 


1. Conners, R.J.: Surgery in Proctologic Cases, 
Rev. Gastroenterol. 20:753 (Oct.) 1953. 


Pharmaceutical Co. 
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Newer Medicinals 


Bidrolar, The Armour Laboratories, Kankakee, 


Illinois. Orange coated tablets, each con- 
taining 43 grain dioctyl sodium sulfosuc- 
cinate purified, | grain ox bile extract N.F. 
Indicated for the treatment of constipa- 
tion. Dose: As directed by physician, Sup: 
Bottles of 100. 


Compazine Ampul Solution, Smith, Kline & 


French Laboratories, Philadelphia |, Penn- 
sylvania. Ampuls, each containing cc. pro- 
clorperazine S.K.F., as the ethane disulfonate. 
Indicated, when oral administration of 
Compazine is not feasible, in hyperemesis 
gravidarum and other nausea and vomiting 
of pregnancy, and in mild to severe nausea 
and vomiting associated with viral gastro- 
enteritis, post-operative conditions, psycho- 
genic factors, migraine and tension head- 
aches, duodenal ulcer, terminal cancer, 
meningeal inflammation, radiation therapy 
and nitrogen mustards. Dose: As directed 
by physician. Sup: Packages of 6 each and 
100 each. 


Desitin Cosmetic and Nursery Soap, Desitin 


Chemical Co., Providence, Rhode Island. 
An unusually mild soap containing hexa- 
chlorophene. Ideal for baby's tender skin 
as well as for various dermatological con- 
ditions, Use as needed. Sup: 3 oz. cake. 


Dorbantyl Suspension, Schenley Laboratories, 
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Inc., New York 1, New York, Pleasantly 
flavored liquid evacuent, each teaspoonful 
of which contains 25 mg. of Dorbane and 
50 mg. dioctyl sodium sulfosuccinate (equal 
to one Dorbanty!l capsule). Indicated, 
where a liquid evacuant is preferable to 
capsule medication, in the management and 
treatment of acute or chronic constipation. 


Miltown 


Peri-Colace Syrup and Capsules, 


Dose: As directed by physician. Sup: Bottles 
of 150 cc. 


(New Dosage Form), Wallace 
Laboratories, New Brunswick, New Jersey. 
Now available in a sugar-coated 200 mg. 
tablet. Used as a muscle-relaxant as well as 
a tranquilizer, where smaller doses are in- 
dicated. Dose: As directed by physician. 
Sup: Bottles of 50. 


Mycifradin Pediatric Solution, The Upjohn 


Co., Kalamazoo 99, Michigan, Each cc. of 
the solution contains 25 mg. neomycin sul- 
fate. Indicated in the treatment of diarrhea 
due to pathogenic strains of E, coli and 
neomycin-sensitive organisms in infants, 
children and adults. Also indicated for pre- 
operative preparation of the bowel. Dose: 
As directed by physician. Sup: Pint bottles. 


Mead 
Johnson & Co., Evansville 21, Indiana. The 
syrup contains dioctyl sodium sulfosuccinate 
60 mg. and Peristim 30 mg. per table- 
spoonful, The capsules contain dioctyl sodium 
sulfosuccinate 100 mg. and Peristim 30 mg. 
Indicated in the relief of atonic constipa- 
tion. Dose: As directed by physician. Sup: 
Syrup—8 oz. bottles, Capsules—bottles of 
30 and 60. 


Suavitil, Merck, Sharp & Dohme, Division of 


Merck & Co., Inc., Philadelphia |, Pennsyl- 
vania. In the treatment of mild anxiety states 
associated with obsessive-compulsive re- 
actions, and in psychoneurosis with a de- 
pressive reaction. Dose: As directed by 
physician. Sup: 1.0 mg. scored tablets in 
bottles of 100. 
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LETTERS 


TO : 
THE EDITOR 





This department is offered as an Open Forum 
for the discussion of topical medical issues. All 
letters must be signed. However, to protect the 
identity of writers, who are invited to comment 
on controversial subjects, names will be omitted 
when requested. 


Model Proctology Department 
Dear Dr. Cantor: 

. .. | wrote to the American Journal 
of Proctology to which I have been a 
subscriber for some six years, asking 
for a table of organization for a hospital 
Department of Proctology, excluding ab- 
dominal surgery. 

... 1 do honestly think that the source 
of a model of Proctology organization 
with rules, regulations, exclusions, etc., 
should spring from an organization such 
as the International Academy of Proc- 
tology. ... 

Yours sincerely, 
Dr. J. Irving Schwartz 


Philadelphia, Pa. 


Dear Dr, Schwartz: 

Your inquiry will be turned over to 
the appropriate committee of the Inter- 
national Academy of Proctology for con- 
sideration. It will be our pleasure to 
develop a model department for you, 
and to send this information along in 
the very near future, 

My very best wishes. 

Sincerely, 


Alfred J. Cantor, M.D., Editor 
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Chemosurgical Method 


for Microscopically 


Controlled 


Excision of Cancer 


The term “chemosurgery” refers to a 
relatively new method by which cancer 
may be excised under complete micro- 
scopic control.!| The tissues first are 
treated with a chemical to produce fix- 
ation in situ after which specimens of 
fixed tissue are excised in a systematic 
manner in order that the progress of the 
removal of the cancer can be followed 
by means of frozen sections. Since many 
cancers exhibit “silent” outgrowths from 
the main mass, the microscopic guidance 
is advantageous because it makes it pos- 
sible to follow these unpredictable ex- 
tensions in a selective manner with re- 
sultant unprecedented reliability coupled 
with maximal conservatism. 

The idea of microscopically controlled 
excision was conceived in the early thir- 
ties when I was a medical student doing 
cancer research with Prof. M, F. Guyer 
of the Department of Zoology at the 
University of Wisconsin.? While inject- 
ing a solution of zinc chloride into nor- 
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FREDERIC E. MOHS, M.D.’ 
Madison, Wisconsin 


mal and cancerous tissues for another 
purpose we noticed that tissues killed by 
the chemical retained their microscopic 
structure. In other words, fixation in 
situ had been accomplished. This ob- 
servation previously had been made by 
others and in itself was of no particular 
significance, but it initiated a train of 
thought which eventuated in a practical 
means for the thorough microscopic 
control of excision. 

A considerable number of chemicals 
were tested as in situ fixatives but zinc 
chloride, a century-old caustic, was re- 
tained because it adequately preserves 
the microscopic appearance of the tis- 
sues, it is essentially non-toxic systemi- 
cally, it is odorless, it is safe to handle 


*Assoc. Prof. of Chemosurgery, University 
of Wisconsin Medical School and Director of 
Chemosurgery Clinic, University Hospitals, 
Madison, Wisconsin. 

iPresented at the Ninth Annual Teaching Sem 
inar of the International Academy of Procto! 
ogy, New York, May 2, 1957. 
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Figure IA 


Figure |. (A) Squamous cell carcinoma, grade 
2 malignancy. (B) Granulation tissue after 
chemosurgical excision. The cancer had _in- 
vaded the vaginal wall and had extended to 
the anus, (C) Healed lesion. There was no re- 
currence when the patient died of other causes 
after two and one-half years. 


because it does not readily penetrate the 
intact skin, healing following its use is 
excellent and it penetrates the tissues 
sufficiently deeply and in a controllable 
manner when incorporated in a vehicle 
of proper design. 

The vehicle is a paste which is made 
up largely of fine particles of an inert 
ore, stibnite, with a small amount of a 
Because of the particulate na- 
ture of the matrix the zinc chloride so!u- 


binder. 


tion can readily permeate down through 
the applied paste like water through 
sand, and it can readily leave the paste 
in favor of the tissues. The depth of 
penetration can be controlled accurately 
over a wide range by varying the depth 
of application and by varying the time 
of action. The preparation most used 
contains 40 Gm. of stibnite (80 mesh 
sieve), 10 Gm. of powdered Sanguinaria 
canadensis and 34.5 cc. of a saturated 
solution of zinc chloride. 


Figure IB 


Figure IC 


The possibility that chemical treat- 
ment of cancers might increase meta- 
stasis had to be ruled out before it was 
considered safe to use the method in the 
Therefore, 114 


rats with metastasizing transplantable 


treatment of patients. 


cancers were paired off into a control 
group and a group of animals repeatedly 
treated with subcurative doses of zinc 
chloride. The incidence of lymphatic- 
borne and blood-borne metastasis in the 
controls was 42% while in the treated 
group the incidence was only 28%.” The 
resultant conclusion that chemical treat- 
ment has no tendency to spread cancer 
has been confirmed amply during the 
twenty-one years the chemosurgical 
method has been used in the treatment 
of thousands of patients with cancer. 
Technic The microscopic control of 
excision is attained by a technic consist- 
ing of the following main steps: 1) the 
application of the fixative, 2) the sys- 
tematic exision of specimens of fixed 
tissues, and 3) the microscopic examina- 
tion of frozen sections of these speci- 
mens as a guide to further treatment. 
The details of the technic may be 
illustrated by the description of the 
treatment of a patient with squamous 
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7% ANUS 


cell carcinoma of the vulva.* The ul- 
cerated mass extended into the vagina 
and the induration extended to within a 
centimeter of the anus (Fig. 1A). Di- 
chloracetic acid, of the cheap variety 
obtainable from chemical companies, 
was applied to the skin-covered portion 
of the mass in order to render the kera- 
tin layer permeable to the zinc chloride 
fixative which then was applied in a 
laver two millimeters thick. The fixative 
paste was held in place by a dressing 
consisting, first, of a layer of cotton and, 
second, of a layer of cotton on which 
was spread petrolatum to exclude the 
effects of variations in atmospheric hu- 
midity. This was firmly affixed with 
waterproof adhesive tape. An indwell- 
ing catheter was used to avoid soiling 
of the dressing. Morphine sulfate, 10 
mg.. was prescribed for use as often as 
every three hours as needed. 

On the next day a layer of fixed tissue 
was excised with a scalpel. Since this 
incision was made through fixed tissue 
there was no pain or bleeding unless the 


*In the presentation of the paper the technic 
was illustrated by means of colored motion 
pictures. 


(Vol. 8, No. 4) AUGUST, 1957 


Figure 2. Maps from the case illustrated in 
Figure | showing the origin of each specimen. 
The stippling indicates the areas of cancer 
found by scanning the frozen sections under the 
microscope. 


incision inadvertently was carried too 
deeply. In the latter event the bleeding 
stopped promptly upon the application 
under momentary pressure of a small 
square of fixative-impregnated gauze. 
At the level of this incision, which was 
flush with the surrounding skin, grossly 
visible cancer still was present so a 
thick layer of the fixative again was ap- 
plied. (At present my practice is to 
surgically excise the grossly visible por- 
tion of the cancer under local procaine 
anesthesia and then to rapidly cauterize 
the saucerized surface with dichloracetic 
acid and apply the zinc chloride fixative. 
The result is a saving of time and a re- 
duction of the discomfort. Treatment is 
completed as described below.) 

As the next layer of fixed tissue was 
excised it was divided into specimens of 
convenient size, and a map showing the 
origin of each specimen was drawn on a 
pad of paper (Fig. 2, lst map). The 
site of origin of each of the specimens 
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also was marked on the lesion using 
mercurochrome which stood out against 
the white fixed tissue. 
then were cut through the undersurface 
of each of the flat specimens. The loca- 
tion of the microscopically-located can- 
cer was marked on the map with a red 
pencil (stippled in Figure 2). Reappli- 
cation of the fixative paste was limited 
to the areas demonstrated to contain 
cancer. When further fixation of skin 
at the edges was required, the prelimi- 
nary application of dichloracetic acid 


Frozen sections 


was necessary. 

As successive layers of fixed tissue 
were excised from the areas which still 
contained cancer, it was found that the 
neoplasm extended well up into the wall 
of the vagina on the left as well as on 
the right of the fourchet. It also ex- 
tended anteriorly in the right labium 
majus for an unexpected distance and it 
involved the anterior edge of the anus. 
Since these silent outgrowths from the 
main mass of cancer were followed to 
their termination by means of micro- 
scopic visualization and since treatment 
was discontinued as soon as a given area 
became free of cancer, the removal of 
the neoplasm was selective. 

After a completely cancer-free level 
had been reached, the catheter was re- 
moved and the lesion was left open. 
Four days later the thin final layer of 
fixed tissue was loose enough to dissect 
off with a sharp-pointed scissors. Well- 
vascularized granulation tissue was re- 
vealed (Fig. 1B). Mercurochrome was 
applied daily, and the wound healed 
rapidly forming a soft, smooth, well- 
vascularized scar (Fig. 1C). 

Indications The  chemosurgical 
method is applicable to most cancers 
on the surface of the body or in cavities 
sufficiently accessible for excision in 


multiple stages. Thus, most carcinomas, 
sarcomas and melanomas of the skin 
are amenable as are neoplasms of the 
lips, mouth, salivary glands, nasal cav- 
ity, accessory nasal sinus, larynx, vulva, 
vagina, penis and anus.* * Recurrent 
skin nodules of carcinoma of the breast 
may be treated, but primary mammary 
carcinoma is best treated by radical 
mastectomy because of the nature of the 
lymphatic spread. 

Cutaneous cancers of the non-circum- 
orificial parts of the face including the 
neck and scalp are successfully treated 
with the chemosurgical method in a high 
proportion of the cases.” Thus, in a 
consecutive series of 464 cases of basal 
cell carcinoma in these areas the five- 
year rate of cure was 100% while 
in a series of 230 cases of squamous 
cell carcinoma the rate of cure was 
84.8%.’ Of course, complications may 
arise when there is invasion of more 
deeply situated structures; thus invol- 
ment of the parotid gland may jeopard- 
ize the facial nerve, but the selectivity 
permitted by the microscopic visualiza- 
tion makes it possible to preserve the 
nerve except for the portions actually 
invaded by the cancer. Invasion of 
the temporomandibular joint if exten- 
sive may eventuate in some malocclusion 
but in no case has ankylosis supervened. 
However, it is only when vital struc- 
tures such as the internal carotid artery 
or the spinal cord are involved or when 
distant metastases occur that the condi- 
tion become hopeless, 

Cancers of the nose ° can be treacher- 
ous neoplasms because they often are 
highly invasive and their precise extent 
often is difficult to determine by palpa- 
tion because of the similarity between 
the consistency of cancer on the one 
hand and of the fibrocartilaginous struc- 
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iure of the nose on the other. There- 
fore, the microscopic guidance of the 
chemosurgical technic is invaluable, not 
only from the standpoint of reliability 
but also from the standpoint of conser- 
vatism. 

Cancers of the eyelids’ may be re- 
moved chemosurgically without danger 
to the eyeball unless there is actual in- 
vasion through the sclera. Following 
removal of cancers on the lid margins 
the contours rapidly return to normal 
unless considerable destruction of lid 
tissue is necessary. Many cancers, espe- 
cially those in the canthal regions, 
deeply invade the orbit, but usually the 
neoplasm follows the orbital walls mak- 
ing it possible to save the eyeball. 

Cancers of the ear® are advantage- 
ously treated chemosurgically because 
the conservatism of this procedure 
makes it possible to save the maximum 
of the cartilaginous framework which is 
difficult to replace satisfactorily. Often 
the cancer invades to the perichondrium 
and extends peripherally on the cartilage 
in an unpredictable manner. These un- 
expected outgrowths may be accurately 
followed out with the microscopic con- 
trol afforded by chemosurgical excisions. 

Cancers of the extremities and trunk ° 
may be surely removed chemosurgically 
with maximal preservation of structure 
and function. For example, radiation 
cancers on the fingers and hands of 
dentists and physicians often can be 
eradicated without appreciable loss of 
these valuable parts. 

Carcinoma and other tumors of the 
parotid and other salivary glands may 
be chemosurgically excised.1° The mi- 
croscopic control not only produces a 
high rate of cure, but it also permits the 
preservation of maximal amounts of the 
function of the facial nerve, 
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Cancers of the lips may be removed 
chemosurgically with surprisingly little 
defect and with unprecedented reliabil- 
ity." Thus, in a series of 536 cases of 
squamous cell carcinoma in all stages. 
with and without metastases and of both 
the upper and lower lips as well as the 
commissures, the five-year rate of cure 
was 92.1%. This rate is well above 
those reported in the literature, and it is 
gradually rising as patients report for 
treatment in earlier stages as a result of 
educational efforts. These statistics are 
mentioned here because labial carci- 
noma, being a lesion of a mucocutaneous 
junction, is somewhat akin to the less 
common carcinoma of the anus which 
is of more particular interest to proc- 
tologists. 

Carcinoma of the vulva’ is another 
neoplasm of a mucocutaneous junctional 
zone and hence bears some resemblance 
to carcinoma of the anal region. The 
technic by which this tumor may be re- 
moved has been illustrated in Figures 1 
and 2. Often these neoplasms exhibit 
silent extensions into the wall of the 
vagina, into the perineum, or along the 
urethra. These unexpected extensions 
readily could produce postoperative re- 
currence following radical vulvectomy. 
With the chemosurgical method, how- 
ever, each outgrowth is accurately fol- 
lowed out and eradicated. Extensions 
along the urethra may be removed by 
the excision of successive layers of tis- 
sue with an indwelling catheter in place. 
Thus far, in none of the cases with 
urethral involvement has it been neces- 
sary to ascend so high that there was a 
loss of sphincter function. The con- 
servatism also results in comparatively 
little vulvar deformity, and younger 
women are spared the disabling effect of 
radical vulvectomy on sexual function. 
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Figure 3A 


Figure 3. (A) Basal cell carcinoma which 
arose at the anal verge and extended out on 
the buttock, up the posterior wall of the anal 
canal into the rectum despite radium treat- 
ments over a period of two years. (B) Granu- 
lation tissue after removal of the final layer o 
fixed tissue. (C), Healed lesion four months 
later. In spite of cancerous extensions up the 
posterior wall and around the external sphinc- 
ters on the right, an appreciable amount of 
sphincter function was preserved. Subsequently, 
outlying foci of carcinoma were removed from 


Figure 3B 


Figure 3C 


the left labium majus and from the postanal 
buttock, There was no evidence of cancer when 
the patient died of cardiac disease after seven 
years, (D) Reconstruction showing the actual 
extent of the cancer in relation to the visible 
extent (central dark) and the palpable extent 
(whitish). To the left is the extension on the 
posterior wall of the anal canal and rectum. 
Superior to this is the extension which hooked 
around the right edge of the external sphincter 
muscles. 





Figure 3D 


278 THE AMER:CAN JOURNAL OF PROCTOLOGY 








In a series of thirty-four cases of carci- 
noma of the vulva the five-year rate of 
cure following chemosurgical treatment 
was 59.6%, a rate which compares fa- 
vorably with that of most authors. 

Carcinoma of the penis! may be 
chemosurgically excised without loss of 
the organ in most cases because perme- 
ation or seeding of the lymphatie vessels 
along the shaft of the penis is rare. As 
with carcinomas of the lip and of the 
vulva the possibility of regional meta- 
stasis always must be kept in mind, and 
if there is nodal enlargement a dissec- 
tion of the node-bearing areas is indi- 
cated as a rule. If the primary lesion 
is large and of a fairly high grade of 
malignancy a prophylactic dissection 
should be considered. 

Melanoma of the skin may be treated 
chemosurgically but in a somewhat dif- 
ferent manner than is carcinoma.'? In 
the first place, the primary lesion is not 
touched, even for biopsy purposes, until 
the tissues have been immobilized by the 
fixative. Then with a very sharp scalpel 
the layers of fixed tissue are excised with 
care to avoid unnecessary motion or 
trauma which might tend to liberate 
melanoma cells into the blood or lymph 
vessels. A second difference in the tech- 
nic is that after having reached a micro- 
scopically melanoma-free level, an addi- 
tional safety zone is chemosurgically re- 
moved to reduce the chances of missing 
satellite, embolic foci in the surrounding 
skin lymphatics. In a series of 35 cases 
of cutaneous melanoma the five-year rate 
of cure was 41.5% which is higher than 
the rates of cure in the literature. No 
anal melanomas have been _ treated 
chemosurgically, but if the size were 
small and if the melanoma were well 
below the anorectal line this method 
should be useful. Prophylactic inguinal 
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node dissections ordinarily should fol- 
low the removal of the primary lesion. 
More deeply invasive melanomas with 
extension into the rectum would require 
an abdominoperineal with 
wide dissection of the inguinal and pel- 


resection 


vic lymph nodes for maximum chance 
of a successful outcome. 

Carcinoma of the anus and of the 
lower rectum can be removed chemo- 
surgically, but the exact role of this 
method in the treatment of neoplasms 
of this region remains to be delineated 
on the basis of further experience. In 
a case of basal cell carcinoma which 
arose at the junction of the anus and 
right buttock, the irregular ramifications 
of the rather extensive recurrent neo- 
plasm were followed out chemosurgi- 
cally (Fig. 3). The neoplasm extended 
peripherally for an unexpected distance 
and one unpredicted extension invaded 
the rectal mucosa for about three cen- 
timeters from the anal verge while an- 
other outgrowth hooked around the |lat- 
eral surface of the external sphincters 
but did not damage these muscles 
enough to cause complete loss of sphinc- 
ter control (Fig. 3D). 

Four other patients with carcinoma 
of the anus were treated chemosurgi- 
Three had extensive, fungating 
masses of squamous cell carcinoma with 


cally. 


inguinal metastases; the cauliflower 
masses of cancer were removed for pal- 
liative purposes but no attempt was 
made to accomplish a cure. The fourth 
patient had an adenocarcinoma in a 
cystic mass adjacent to the anus. During 
chemosurgical removal a tract was 
found to communicate with the lower 
rectum and it was concluded that the 
carcinoma had arisen in rectal epithe- 
lium in a fistula. Since there was in- 


volvement around the lower rectum the 
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patient was referred for an abdomino- 
perineal resection, and there was no re- 
currence after six years. 

Although these few cases are insuf- 
ficient to permit adequate evaluation of 
the chemosurgical method in anal carci- 
noma, they did serve to demonstrate 
that the treatment is technically feasible. 
Infection presented no problem because 
the fixative sterilized the area during 
active treatment while the healthy granu- 
lation tissue which resulted after separa- 
tion of the final layer of fixed tissue ef- 
fectively resisted bacterial invasion. A 
colostomy was unnecessary. The pa- 
tient was allowed to defecate after each 
layer of fixed tissue was excised. After 
examination of the frozen sections the 
fixative and dressing were reapplied and 
left in place until the next excision. The 
final layer of fixed tissue separated in 
about five days, and the wound healed 
rapidly even though the fecal material 
passed over the granulating surface. In 
none of the cases was there sufficient 
stenosis to cause difficulty in defecation. 

From the information obtained from 
the chemosurgical treatment of these 
few cases of cancer in the anal region 
and by analogy to cancer of other muco- 
cutaneous junctional tissues such as the 
lips and vulva, it seems that squamous 
cell carcinoma of small size and low 
malignancy and with no extension up 
to the anorectal line should be amen- 
able to chemosurgical treatment. The 
microscopic control should result in sure 
eradication of the primary lesion, while 
the conservatism should minimize the 
amount of loss of sphincter muscles as 
well as other tissues. Moreover, the 
procedure can be carried out without a 
colostomy. 

The increasing likelihood of meta- 
stasis with anal carcinomas of larger size 





and higher malignancy not only necess1- 
tates inguinal node dissections but also 
requires radical abdominoperineal re- 
section of the anus and rectum along 
with the pelvic nodes. In cases in which 
the primary carcinoma has been re- 
moved chemosurgically and the neo- 
plasm has proved more extensive or 
more malignant than expected, the radi- 
cal procedure still could be carried out. 
Since it is impossible to palpate early 
metastatic involvement of the pelvic 
nodes, it is advisable in case of doubt to 
lean toward the more radical approach. 

Chemosurgical technics may be useful 
in certain other proctologic conditions. 
For example nineteen patients with 
pilonidal disease were treated with suc- 
cessful results in every case despite the 
fact that ten of the lesions had recurred 
after previous surgical removal. The 
technic now followed is to unroof the 
cysts and sinuses under local procaine 
anesthesia and to immediately cauterize 
the surface with dichloracetic acid to 
produce hemostasis and allow accurate 
visualization and probing to locate any 
remaining tracts. The zinc chloride fix- 
ative then is applied and another layer 
removed the next day to be doubly sure 
of complete removal. The final layer 
sloughs in five or six days and the 
lesions heal rapidly with no other care 
than the daily application of mercuro- 
chrome and the use of a sanitary napkin 
to prevent soiling of the clothes. The 
patient usually remains ambulatory 
throughout the procedure. 

Another example of a_ proctologic 
condition which may be treated chemo- 
surgically is condyloma acuminatum. 
In a case in which there were many 
dozens of lesions extending from the 
anus to the groin and the adjacent ab- 
domen and thigh, all of the lesions were 
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excised in one sitting without hospitali- 
zation and without recurrence. The le- 
sions were excised under magnified vi- 
sion with a binocular loupe which made 
it possible to accurately visualize the 
residual condylomatous tissue after the 
excisional wound had been cauterized 
with dichloracetic acid. 

Perhaps, proctologists may think of 
other conditions in their field in which 
these chemosurgical technics may be 
useful. 

Discussion In the treatment of can- 
cer the chief advantage of the micro- 
scopic control afforded by the chemo- 
surgical technic is the unprecedented 
reliability as indicated by the five-year 
end results. Thus, in a series of 1554 
cases of basal and squamous cell carci- 
noma of the skin' the rate of cure was 
94% whereas the next best result, re- 
ported recently from the Radiumhem- 
met,'® was 87.6%. Likewise, chemo- 
surgery yielded better results in cases of 
basal cell carcinoma (98.2% vs. 88.2% ) 
and in cases of squamous cell carcinoma 
(84.8% vs. 65.9% ) ."4 

The second great advantage of the 
microscopic control is the conservatism 
that it makes possible. Only one or two 
millimeters of uninvolved tissue beyond 
the advancing edge of the cancer need 
be removed. This permits the preserva- 
tion of important structures, reduces the 
necessity for plastic repair and reduces 
the extensiveness of the repair should 
one be required. 

Both the reliability and the conserva- 
tism are the result of the microscopic 
control, and in turn, the microscopic 
control is needed because of the strong 
tendency for many external cancers to 
send out silent extensions into the sur- 
rounding tissues.'* Some cancers exhibit 
a selective affinity for specific tissues 
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such as dermis, fascial planes, peri- 
osteum, perichondrium, embryologic 
fusion planes, nerve sheaths, lymphatic 
vessels and blood vessels. Other cancers 
grow in an irregular and unpredictable 
manner by virtue of the countless varia- 
tions in the mechanical and nutritive 
conditions which affect the spread of 
cancer through the tissues. 

A third advantage of the chemosurgi- 
cal method is the low operative mortal- 
ity which largely is the result of the 
lack of need for a general anesthetic and 
the lack of difficulty from infection. In a 
series of 1554 cases of cutaneous can- 
cer the mortality rate was less than one- 
third of one per cent. 

A fourth advantage of the chemo- 
surgical method is that it extends oper- 
ability to a considerable group of 
patients who otherwise would be con- 
sidered inoperable due to extensiveness, 
difficult position or other factors.’® 

A fifth advantage is that there are no 
late adverse tissue changes following 
chemosurgery. The scars do not break 
down nor does malignant degeneration 
ever occur. 

The chemosurgical method is not en- 
tirely without disadvantages, In cases in 
which the cancer proves to extend much 
farther than expected from the initial 
clinical examination, the repeated ex- 
cisions with the necessity of numerous 
frozen sections may make the procedure 
time-consuming and laborious for the 
operator and painful for the patient. 
However, since the method often is life- 
saving in such cases, these disadvantages 
seem trivial. Other disadvantages are the 
necessity for special training on the part 
of the operator and a special clinical and 
laboratory setup with facilities and tech- 
nical personnel for the preparation of 
the special type of frozen sections which 
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are the cornerstone of the microscop- 
ically controlled method of excision.'* It 
is hoped that personnel and facilities 


for the use of the method eventually will 
be available in every large center of 
population. 
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ENEMA UNIT FOUND HELPFUL IN RECTAL CLINIC 


To determine the incidence, diagnosis and treatment of the 
more common anorectal diseases as well as consider early 
detection of rectal cancer and precancerous conditions, George 
S. Speare, M.D., Boston, analyzed 400 cases seen in the Rectal 


Clinic of the Brusch Medical Center, Cambridge. 


Just before 


examination of the patients, “when the rectum still contained 
fecal material, the Fleet disposable enema was found to be 
helpful,” Dr. Speare reports in New England Journal of Medi- 


cine, 225:377 (Aug. 23) 1956. 
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Small Bowel 
Obstruction 


Following 


Abdominoperineal 


Resection 


EDWARD J. KROL, B.S., M.D., F.A.C.G., F.1.C.S., F.LA.P. * 


Mechanical small bowel obstruction 
following abdominoperineal resections 
of the rectum is a relatively frequent, 
serious and often a fatal complication. 
Mortality rates for this complication 
range from 2.8% to 28%, as reported 
by various authors. The morbidity still 
remains too high in spite of the severity 
of the primary condition necessitating 
this type of surgery. 

The surgeon must be alert to the pos- 
sibility that small bowel obstruction can 
and does occur following abdominoperi- 
neal resection of the rectum. Interpre- 
tation of signs, symptoms, and x-ray 
findings should not be influenced by 
the consideration of normal postopera- 
tive ileus and malfunction of the co- 
lostomy stoma, nor by reluctance to sub- 
ject the patient to another surgical pro- 
cedure. 

Prolonged procrastination with in- 
dwelling tubes is dangerous and fatal. 
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Chicago, Illinois 


Early recognition and early surgical 
intervention are the solutions to this 
problem. 

The motive for this presentation is to 
classify and present the various types of 
small bowel obstruction encountered fol- 
lowing abdominoperineal resections for 
carcinoma of the rectum. In addition, 
we present a definite plan of procedure 
for correction and elimination of this 
complication whenever possible. 

This information will help point out 
the shortcomings of our present methods 
and suggest changes which it is hoped 
will result in lowered morbidity and 
mortality. 

This study likewise will provide a 
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FIGURE I. HERNIA—LATERAL TO COLOS- 
TOMY (INTERNAL) 

Is a case of an 89 year old white male pa- 
tient who obstructed by incarcerating small 
bowel lateral to the colostomy, in a rent, be- 
tween the sigmoid and lateral abdominal wall, 
(Lateral Gutter) on the eighth postoperative 
day—surgical intervention included release of 
the small bowel and closure of lateral gutter. 
Convalescence was good, Patient was dismissed 
from the hospital on the twentieth postoperative 
day in good condition. 


baseline of useful information in assess- 
ing the value of technical changes which 
may be made in performance of this 
operation. 

Small bowel obstructions following 
abdominoperineal resection for carci- 
noma of the rectum in our study, during 
the years from 1952 to 1956, occurred 
anywhere from the third postoperative 
day to seven months later. The average 
age of our patients was 59.7 years, 
(varying from 35 to 79), with a sex dis- 
tribution of 2:1 ratio of male to female 
proportion. 

Prominent Diagnostic Symptoms 
were classical, cramps followed by nau- 
sea, vomiting and distention. Peristalsis 
was always present, usually active but 
rarely high-pitched or with rushes. Flat 





film of the abdomen consistently showed 
dilated loops of small bowel. 
Predisposing Causes The essential 
features considered most likely to be in- 
volved in this complication are, namely 
(1) The lateral gutter to the colo- 
stomy 
(2) The new peritoneal floor 
(3) Colostomy per se 
(a) Central—Mid-abdominal in- 
cision containing the sig- 
moid. 





FIGURE 2, HERNIA—FEMORAL (EXTERNAL) 

Is a case of an 85 year old white female who 
developed a small bowel obstruction on the 
twelfth postoperative day. Exploration revealed 
a Richter's Hernia of small bowel in the right 
femoral ring. The gangrenous portion of small 
bowel involved was resected with performance 
of end to end anastomosis and closure of the 
femoral ring from within; an excellent recovery. 
Patient is well one year later. 
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(b) Lateral — Separate wound 
lateral to abdominal incision 
containing the sigmoid. 

Mach of these causes was occasionally 
responsible for obstruction although this 
could not be anticipated by the surgeon 
at the time of operation. 

Review of current literature revealed 
the following mortality rates for Intes- 
tinal Obstruction, 

@ Simple Obstruction 3% 


@ Strangulated Obstruction 20% 
@ Viable Gut 5% 
@ Non-Viable Gut 40-50% 


A Clinical Classification of small 
bowel obstruction following abdomino- 

















perineal resections of the rectum is 
based on the ensuing— 
Types of Obstructions 
@ Mechanical 
1. Hernia—Internal and External 
e Lateral to Colostomy 
e Inguinal or Femoral 
e Eviscerative 
a. Perineal 
b. Abdominal 
2. Adhesive 
3. Volvulus 
@ Vascular 
1. Mesenteric Thrombosis 
@ Neurogenic 
1. Adynamic ileus 


HERNIA -PERINEAL EVISCERATION - 
(INTERNAL) 


FIGURE 3, HERNIA—PERINEAL—EVISCERATIVE—(INTERNAL) 

Is a case of a 62 year old female who complained of perineal pain 
about one month after the original resection, Pain in this case was at- 
tributed to local implantations and was treated by irradiation to the 
perineum. A typical and classical picture of small bowel obstruction 
appeared three months later, warranting exploratory surgery. 

Exploration revealed a rent between the uterus and posterior wall. 
The fundus of the uterus was sutured to the posterior wall, utilizing it 
to construct a solid floor. The small bowel worked itself through the rent 
and adhered to the anterior wall of sacrum causing the obstruction, The 
gangrenous bowel was resected and an end to end anastomosis was 
performed—no metastosis found—complete recovery. (The patient 
expired about six months later from coronary heart disease) 
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Figure 4 


FIGURE 4. HERNIA (AROUND THE COLOS- 
TOMY)—ABDOMINAL EVISCERATION (EX- 
TERNAL) 

Is a case of a 70 year old white male who 
became obstructed on the fifth postoperative 
day by incarcerating small bowel within the 
abdominal incision lateral to the colostomy with 
protrusion of the bowel externally. 

Corrective surgery required opening of the 
original incision with reduction of the small 
bowel into the abdominal cavity—bowel ap- 
peared good. No resection required. Patient 
left hospital on the fifteenth postoperative day 
in good condition. 


2. Paralytic ileus 
Search of the literature failed to re- 


veal any true clinical classification or 
I will 


try to depict in illustrative form the 


illustrations of these conditions. 


above classifications, and causes of small 
bowel obstructions as encountered fol- 
lowing abdominoperineal] resections. 


Conclusion 


1. Neurogenic types of small bowel 


obstruction responded to intubation, 
parenteral feeding, vitamin, electrolyte, 


and fluid balance. 


2. Mechanical causes of small bowel 
obstruction demand early surgical inter- 
vention. Prolonged _ proscrastination 
with indwelling tubes is disastrous and 


fatal, 


3. Vascular type 
thrombosis (jejunum and small bowel) 


namel y mesenteric 


(one case) succumbed despite early sur- 
gical intervention. 


4. In spite of the fact that some of 
these cases were considered metastatic, 
none was found at the time of the second 
exploration. 





Figure 5 
FIGURE 5. VOLVULUS—DUE TO ADHESIONS 


Is a case of an 85 year old white female who 
developed a small bowel obstruction which was 
attributed to metastasis three months after the 
original resection. Exploration revealed a vol- 
vulus of the small bowel due to adhesions at the 
suture line of the new peritoneal floor—no 
metastasis found. The small bowel was freed by 
severing the adhesive band and restoring normal 
continuity. No resection required, Recovery 
good. Patient still alive and well six months 
later. 
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President's Page 


MAKE PLANS NOW FOR MEXICO IN APRIL 


Your Board of Trustees has selected Mexico for the next Annual 
Meeting of the International Academy of Proctology. Dr. Francisco 
Puente Pereda, President-Elect, has been appointed Chairman of the 
entire forthcoming Convention, including Scientific Program, Convoca- 
tion, social, and other arrangements. 

For the first time in the development and growth of our Academy 
has a meeting been held outside of the United States. This is a most 
important step in the right direction for our International Organization, 
and one that all of us should share in. 

The Meeting in Mexico will give us the excellent opportunity of 
developing good will and friendship with our Latin American friends 
and physicians, and the opportunity of developing the international 
aspects of the Academy. Many of us have traveled as tourists to the 
Latin American countries, but few of us have had the opportunity to live, 
work, and share in the every day way of life, as we shall have in the 
forthcoming Convention. 

Mexico is rich in charm and culture, and abundant in varied attrac- 
tions which cannot help but appeal to everyone. Its history has produced 
a cultural pattern which combines influences from the ancient Aztecs, 
Old Spain, along with the very modern. This combination is responsible 
for the great appeal cosmopolitan Mexico has for visitors. 

Under the able and energetic guidance of Dr. Francisco Puente 
Pereda, and his fellow associates and Committee Members, a well 
planned and well organized Meeting is forthcoming. However, we must 
all help by going to Mexico and by cooperating and participating in this 
Meeting. 

Now is the time to start planning for the Tenth Annual Convention 
of the International Academy of Proctolegy to be held in Mexico during 
April of 1958! 

Each Member of the Academy who goes to Mexico for this Meeting 
is a diplomat, who should help build our good neighbor policy as well 
as good will for the Academy among fellow Members in Mexico and 
among our other Latin American friends and associates. 

The ease with which we can travel to Mexico belies the fact that 
Mexico is another country, with customs, standards, and habits, which 
might differ from ours. A good diplomat will go to Mexico curious and 





anxious to learn about the country, eager to understand the pattern of 
every day living, and to become familiar with the prevailing attitudes 
and customs, rather than compare everything with its counterpart in 
the United States, disdain all things foreign, or ready to criticize. 

The Mexican people are proud of their land and heritage, and rightly 
so. They are extremely friendly, warm, hospitable, and most courteous 
to those who respect their traditions and customs. They are not accus- 
tomed to the brusque manners of the North Americans; we can help, 
therefore, by courteousness, kindness, and patience. Language barriers 
are no serious problems, as many Mexicans understand and speak Eng- 
lish. In fact, about eighty per cent of the population understand and 
speak good English. 

Mexico City is a large cosmopolitan place, much like a big city in 
the United States. It has a large number of modern hotels, many of 
which are truly luxury hotels. Every possible type of food is to be found 
in Mexican restaurants, many of which can match the food served in 
the best restaurants of New York, Paris, or Rome. There is an abundance 
of art to be explored and an endless parade of fine shops of silver, textiles 
and handcrafts. And all of this in a wonderful springlike climate where 
the official rate of currency exchange is more than 12 pesos to the United 
States dollar! 


We must and should have a large, large attendance of Members of 
the Academy, of friends and other physicians at this Convention. Active 
participation in the Scientific Program by Members of the Academy and 
by well-known physicians from the United States will help the success 
of the Meeting. Participation in the Program is not limited to Members 
of the Academy — anyone can participate if his application for presenta- 
tion is accepted by the Program Committee. Start now to plan your 
participation in the Program — and look for well-known men outside the 
Academy who will participate in this Meeting. With a good showing, 
we will be assured a successful and enjoyable Meeting. This is our 
opportunity to develop the international prestige and international 
aspects of our Academy — one of its major objectives. 

There will be many bulletins and items from the Program Committee 
in the near future concerning this Meeting, but I urge that we all make 
plans now for the Tenth Annual Meeting of the International Academy 
of Proctology, to be held in Mexico in April of 1958. Each of us can 
engender friendship and good will with our Mexican friends and associ- 
ates with a minimum of effort by a willingness to understand and respect 
the Mexican way of life. At the same time we shall receive personal 
enjoyment and satisfaction, and build the prestige and character of the 
Academy. 

If you have any suggestions or ideas please write to Dr. Francisco 
Puente Pereda. 

Let us not miss this important opportunity for the Academy! Hope 
to see all of you in Mexico in April, 1958. 


Jacos J. WEINSTEIN, M. D. 














Recommendations 


1. More detailed and careful surgical 
technique is required. 

2. Lateral gutters of lateral colosto- 
mies should be closed. 

3. After completing the peritonealiza- 
tion of the new pelvic floor, a detailed 
inspection should be made for any pos- 
sible rents which must be closed ade- 


quately and completely, with inversion 
of the raw edges. 

4. Inguinal and femoral rings should 
be inspected for patency and closed at 
time of the original surgery, 

5. Adequate approximation of peri- 
toneum and fascia to the colostomy 
stoma. 


Summary 


1. Mechanical small bowel ob- 
struction following abdominoperi- 
neal resection is often fatal unless 
corrected immediately. 

2. Diagnosis is obvious in most 
instances and early recogniton with 
early surgical exploration is the 
proper treatment. 

3. Classification and causes of 
small bowel obstruction following 


abdominoperineal resection are 
listed. 

4. Recommendations for the 
prevention and correction of small 
bowel obstructions following ab- 
dominoperineal resections given. 

5. It is unwise to conclude that 
all obstructions following primary 
resection for malignancy are due to 


recurrence. 
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Acute Obstruction 


of the 


Large Bowel 


Acute obstruction of the large bowel 
is an urgent surgical emergency. De- 
spite all modern advances in surgery, 
the immediate mortality is extremely 
high (Table I). Any hope of lowering 
this appalling mortality rate lies in (1) 
the prevention of the acute obstruction, 
(2) in earlier recognition of the condi- 
tion, and (3) in the careful selection 
and execution of the proper treatment. 

Classification: Obstruction of the 
large bowel (excluding the congenital 
lesions) as in the small bowel, will fall 
into one of three categories: 

NEUROGENIC: (a) adynamic;: 
(b) spastic. 

VASCULAR: 
arterial. 

MECHANICAL: 
gulating: (b) strangulating. 

@ NEUROGENIC: This may be (a) 
adynamic or (b) spastic in type. Ady- 
namic ileus, as a rule, affects the small 


(a) venous; (b) 


(a) non-stran- 


as well as the large bowel. Its recogni- 
tion is fairly easy and there is usually 
an obvious predisposing cause such as 
external injuries, operative trauma, peri- 


tonitis, or retroperitoneal hemorrhage. 


ALEC HORWITZ, M.S., M.D., F.A.C.S.* 
JACOB ROSENSWEIG, M.D.** 
Washington, D, C. 


The treatment is prophylactic in the 
early and judicious use of naso-gastric 
suction, gentle handling of tissues, and 
the treatment of the underlying cause. 
Operative intervention is rarely indi- 
cated. Spastic ileus is very much rarer. 
It may occur in the small as well as the 
large intestine. It mimics mechanical 
obstruction and may lead to occasional 
surgical exploration. It may be caused 
by lead poisoning or injury to the kid- 
ney, but usually there isa large neurotic 
and hysterical background. The cause 


is often obscure. 


@ VASCULAR: Mesenteric vascular 
occlusion be either arterial or 


venous, 


may 
Arterial occlusion is usually 
in those with cardiac disease, more espe- 
cially in those with auricular fibrilla- 
tion. It affects the older age groups. 
Embolism rather than thrombosis is the 
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usual cause. Venous occlusion affects 
ihe younger age groups and is always a 
thrombosis. It is associated with he- 
patic, splenic, or septic disease. 

The diagnosis is usually missed be- 
cause the symptoms are meager, bizarre, 
and deceptive. Some occur with sud- 
denness, ushered in by shock, peripheral 
vascular collapse and moderate abdomi- 
nal distention. Bloody diarrhea may 
be present, but constipation is more 
often present. Vague abdominal com- 
plaints are frequent. Very occasionally 
a mass may be felt in the umbilical or 
hypogastric region. More often the onset 
is gradual and deceptive. There is in- 
creasing abdominal distention with signs 
and symptoms of adynamic ileus. 

The treatment is surgical usually. 
and may be helpful only if a segmental 
area is involved and may be resected, or 
exteriorized and resected. This may be 
followed by extension postoperatively. 
In the vast majority of cases the main 
trunk of the superior mesenteric vessels 
is occluded and the case is relatively 
hopeless. The mortality rate, in any 
event, is very high. Whittaker and 
Pemberton *° report a mortality rate of 
95% in 60 cases. As these authors 
state, “The extensiveness of the disease, 
the tendency to progression of the dis- 
ease and the recurrence after operation 
on small segments, hemorrhage and peri- 
tonitis make for a universally high mor- 
tality rate.” 

@ MECHANICAL: This obstruction 
is of two main types, non-strangulating 
and strangulating. The vast majority 
of the non-strangulating obstructions of 
the large bowel are due to carcinoma, as 
high as 90% in some reported se- 
ries.” * In fact, 15 to 20 per cent of 
cancers of the large bowel present them- 
selves with acute obstruction. Seventy 


(Vol. 8, No. 4) AUGUST, 1957 


a 


NO.OF CASES MORTALITY % 
> >» > > 
= = = = 
° ° ° ° 
- -& K hs 
6.6) (O86 ro 

TABLE | 
2 8 & 3 
13) 13) 3) 3) 
Hendricks & Griffin 142 47 40.5% 21.0% 
Michel & McCafferty 37. 13 300% 15.3% 
Albers & Smith 34 34 «456.0% 24.0% 
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per cent of the carcinomatous obstruc- 
tions are distal to the splenic flexure.’ 
Other causes are diverticulitis, hernia, 
radiation fibrosis, pelvic abscess, bands, 
adhesions from metastatic disease, intus- 
susception, ulcerative colitis, obturation 
by fecal impactions, gallstones, and 
lymphopathia venereum. Volvulus is 
the main cause of the strangulating ob- 
structions. 

Symptoms: In the non-strangulating 
obstruction of the large bowel the symp- 
toms will vary with the site of the ob- 
struction and the competence of the ileo- 
cecal valve. In general there is pain, 
vomiting, obstipation and distention. 
Because these obstructions are usually 
due to a carcinoma, the suddenness of 
the onset of obstruction, as described by 
the patient, is probably not accurate. 
There are usually symptoms such as 
blood in the stools and alternating con- 
stipation and diarrhea which have been 
glossed over or ignored by the patients 
and physician. The acute episode may 
be ushered in following a harsh cathar- 
tic or the injudicious use of orally ad- 
ministered barium. If the ileo-cecal 
valve is competent the distention will be 
limited to the large bowel early in the 
disease, but later there may be super- 
imposed adynamic ileus in the small 
bowel. In the treacherous right colonic 
obstruction, distention may be almost 


absent. In the cecal and ileo-cecal area 
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the symptoms of obstruction are similar 
to those of the small bowel. Vomiting 
is at first reflex, but may be absent later 
if the ileo-cecal valve is competent. It 
will recur when the disease continues to 
the stage of adynamic ileus involving 
the small bowel, or if the valve is in- 
competent (Fig. 1). The roentgen ray 
examination is most helpful and will es- 
tablish the diagnosis in two-thirds of the 
cases. In the rest, the clinical data and 
even a barium enema may be needed 
to locate the obstruction. It must be 
emphasized that occasionally there is a 
concomitant small bowel obstruction 


that can be overlooked. The difficulty of 


Fig. |. Large bowel obstruction at sigmoid 
showing incompetent ileocecal valve. 
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differentiating the small from the large 
bowel obstructions is underlined by the 
report that 30 per cent of one series * 
diagnosed as small bowel obstruction 
actually turned out to be due to carci- 
noma of the left colon. 

Strangulating obstructions are usu- 
ally due to volvulus or hernia. The vol- 
vulus usually occurs in the sigmoid, but 
occasionally occurs in the cecal area, 
and most rarely in the transverse colon. 
More often it is in the older age group 
with a history of relief of abdominal 
pain by enemata or what was probably 
a spontaneous detorsion. Volvulus usu- 
ally presents itself with sudden pain, 
vomiting, distention and other evidences 
of mechanical obstruction. The abdo- 
men is tender, the pulse hurried, and a 
mass may be felt at the site of the vol- 
vulus, usually the left lower quadrant, 
if the blood supply is compromised. The 
scout film or barium enema is often di- 
agnostic because of the typical deform- 
ity seen. 

Treatment: Obstruction of the large 
bowel presents a dual problem, that of 
overdistention, and the underlying cause, 
which in the non-strangulating type, is 
usually carcinoma. Distention calls for 
emergency decompression, while the un- 
derlying cause can wait for definitive 
treatment after proper preparation. No 
matter where the obstruction is in the 
large bowel, the cecum is the most vul- 
nerable to gangrene and_ perforation. 
This follows the rule of hydrostatics in 
which T = x D, where “T” is the intra- 
luminal tension and “D” the diameter 
of the bowel and “p” the pressure.'* The 
normal pressure in the cecum varies 
from 10 to 25 cm. of water, but may 
reach to over 50 cm. of water in obstruc- 
tion. Not only is the greatest stress 
borne by the part of the bowel with the 
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ereatest diameter, but also by the one 
with the thinnest wall. Lowman and 


12 


Vavis'* in analyzing a series of 19 
cases of large bowel obstruction state 
that when the cecal shadow in the roent- 
gen ray with the patient in the prone 
position is 9 cm. or more, perforation is 
impending and immediate surgical in- 
tervention is urgent. 

In non-strangulating mechanical ob- 
struction, the methods of relieving the 
distention are varied and there have 
been divergent opinions as to the choice, 
in some cases. Large bowel obstruction 
in herniae is dealt with as in any stran- 
gulated hernia. Release of the obstruct- 
ing ring may be sufficient, or resection, 
preferably of the obstructive type, may 
be indicated in those with compromised 
blood supply. Many cases of large bowe! 
obstruction of the non-strangulating 
type, especially those due to carcinoma, 
may be relieved by persistent medical 
means, such as the use of the procto- 
scope and enemata with the newer deter- 
gents. To break up fecal impactions, 
particularly those due to barium, may 
need exploration with bimanual removal 
of these fecaliths, 

There appears to be a difference of 
opinion among surgeons as to the use 
of a cecostomy or a transverse colos- 
tomy for many of these obstructions. 
However, the divergence of opinion is 
more apparent than real. Most 


18 14 15. 16 will agree that in 


surgeons '' 
obstructions of and proximal to the 
splenic flexure, a cecostomy is indicated, 
more preferably an exteriorizing cecos- 
tomy. Again in obstructions of the left 
colon distal to the splenic flexure, if 
there is perforation or diverticulitis, par- 
ticularly those with complications or 
those with fecal or barium impaction 
proximal to the lesion, it is mandatory 
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Fig. 2. Small bowel obstruction due to irradi- 

ation fibrosis of ileum and large bowel obstruc- 

tion due to fecal impaction. Note tablets taken 
10 days previously. 


that a transverse colostomy (transvers- 
otomy) with transection of the bowel. 
be performed. Here not only must there 
be decompression, but also defunction- 
alization of the bowel by diversion of 
the fecal stream. This is even more true 
if there is obstruction plus inflamma- 
tion causing a fixed mass. A transected 
transverse colostomy may make an ap- 
parent inoperable mass become amen- 
able to surgical extirpation. 

Some authors believe that all non- 
strangulating obstructions distal to the 
splenic flexure should be treated by a 
transverse colostomy and state the fol- 
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TABLE I! 
MALES 33 FEMALES 51 TOTAL 84 
ETIOLOGY 
CARCINOMA OF LARGE BOWEL 44 
CARCINOMA ELSEWHERE 9 
VOLVULUS ? 
DIVERTICULITIS 8 
MISCELLANEOUS 20 


Several had a combination of two conditions 





lowing advantages: 1) the mortality 
rate is lower; 2) it gives more effective 
decompression; 3) there is less tendency 
to chemical imbalance from 
fluids; 4) subsequent surgery can be 
done with earlier and better preparation 
of the bowel; 5) the cecostomy is often 
followed by a fistula and hernia. Rav- 
din '* sums it up by saying, “A cecos- 
tomy is at times an operation of neces- 


loss of 


sity but not of election.” 
Equally 


who favor a cecostomy, more specifically 


experienced 13, 16 


surgeons 
the exteriorizing type, give the following 
reasons: 1) the area of the bowel most 
apt to perforate is decompressed earliest. 
A transverse colostomy may overlook 
an impending or actual perforation of 
the cecum. There have been reports of 
perforation of the cecum caused by han- 
dling the distended transverse colon in 
the performance of a transverse colos- 
tomy: 2) a cecostomy is easier to per- 
form and the bowel preparation can be 
carried out as efficiently as by transverse 
colostomy; 3) no major procedure is 
necessary to close a cecostomy; 4) the 
mortality of closing the transverse colos- 
tomy should be added to the original 
mortality rate in evaluation of the pro- 
cedures; 5) even the slight bacterial 
contamination that occurs with cecos- 
tomy is valuable as an immunizing fac- 
tor in future surgery. 

In ileo-cecal lesions or cecal lesions an 
ileo-transverse colostomy may be done 





as the first stage to be followed by a 
right ileo-hemicolectomy. At times an 
exteriorization with resection may be 
necessary and the ileo-colostomy closed 
at a second stage. In selected cases a 
primary resection and anastomosis may 
be done with safety. 

In general it may be stated that any 
primary resection in the presence of dis- 
tention is foolhardy, carries a prohibi- 
tive mortality, and_ should 
demned.2** Yet Ferguson * ® 
Chase * report 26 cases of large bowel 
obstruction with immediate decompres- 
sion and definitive one stage resection 
with four deaths. They attribute a good 
deal of their success to the use of 3% 
intraluminally 
proximal to the anastomosis. Explora- 
tion should be shunned except when 
there is the suspicion of an overlooked 
volvulus, gas under the diaphragm by 


be c on- 
and 


neomycin introduced 


x-ray, sero-sanguineous fluid in the peri- 
toneal cavity, and distended small bowel 
possibly due to a concomitant small 
bowel obstruction. 

Treatment of volvulus of the large 
bowel will depend on the site and the 
condition of the twisted gut. Cecal vol- 
vulus calls for immediate surgical inter- 
vention. Detorsion and suspension of 
the twisted loop may be done if the gut 
is viable. In the presence of gangrene, 
exteriorization with resection may be 
done and in rare cases, a right ileo- 
hemicolectomy may be done with safety. 
In the rare transverse colon volvulus, 
detorsion with later definitive resection, 
resection or exteriorization with resec- 
tion will be done depending on the via- 
bility of the gut. 

In volvulus of the sigmoid, there are 
increasing reports, such as those of 
Isaacson and Greer,'! and Gerwig,’” that 
in selected cases, decompression and de- 
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TABLE III 





AGE GROUP 








0-20 {21-30 | 31-40 | 41-50 











51-60 {61-70 | 71-80 | 81-90 





torsion can be accomplished with rela- 
tive safety by proctoscopy. It must be 
emphasized that the diagnosis must be 
certain and the viability of the gut is 
without question before the attempt is 
made. 

If successful, the immediate re- 
currence of torsion must be prevented 
and careful observation maintained. 
Since 20 to 30 per cent will recur later, 
definitive treatment by primary resec- 
tion and anastomosis should be carried 
out after proper bowel preparation. 

If there is tenderness, fever, increased 
pulse and white cell count, there is prob- 
able impairment of the circulation and 
non-operative treatment is contraindi- 
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cated. If the non-operative method has 
failed or is contraindicated, then oper- 
ative intervention is undertaken, and 
detorsion accomplished if the gut is 
viable, obstructive resection by exterior- 
ization if it is non-viable. If detorsion 
alone is accomplished then definitive 
treatment can be carried out after a few 
weeks preparation. 

From April, 1948, to December, 1956, 
there were 84 cases of acute intestinal 
obstruction of the large bowel treated at 
the George Washington University Hos- 
pital (33 of these were personal cases 
of one of us (A. H.). Thirty-three were 
males and fifty-one were females. Fifty- 


907 . 
one or 63% were due to carcinoma 
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(Table II). Their ages ranged from 
19 to 82 (Table III). 

Of the 84 cases, six relented following 
intensive medical treatment. Of those 
that relented, one was a volvulus of the 
sigmoid, two were due to radiation fibro- 
sis of the sigmoid, and three were due 
to fecal impaction. Operative relief in 
the remaining 78 cases (see Table IV) 
resulted in 9 deaths (11.5%). Twenty 
of the 78 were treated by cecostomies 
(5 of exteriorizing type and 15 of the 
tube variety), with 2 deaths (10%). 
Twenty-five were treated by a transverse 
colostomy of the transecting type with 
5 deaths (20%). Seven were treated 
by obstructive resection with 1 death 
(14%). Twenty-six were treated by 
miscellaneous methods with 1 death 
(4%). Among the 9 deaths were sev- 
eral patients who were moribund on 
admission (Table V). 

In our own experience, no hard and 
fast rule was followed as to the use of 
cecostomy versus transverse colostomy. 
A transverse colostomy may be the de- 
sirable but too hazardous or formidable 
a procedure in a very ill patient. The 
distention, in such a case, can be re- 
lieved by a tube cecostomy and when 
the immediate emergency is over, a lei- 
surely transverse colostomy can be 





TABLE IV 





OPERATION NO. DIED MORT.% 
CECOSTOMY (EXT. 5) 20 2 10% 
(TUBE 15) 
TRANS. COLOSTOMY 25 5 20% 
OBST. RESECTION 7 | 14%, 
MISCELLANEOUS 2% I 4%, 
78 9 11.5% 





obstructed by fecal or barium scybalous 
masses by a tube cecostomy, is more 
often than not unsuccessful. 

An operation which has been very 
satisfactory in our hands, when indi- 
cated, is a colo-colostomy between the 
transverse colon and sigmoid. This is 
particularly advantageous in those late 
inoperable cases of carcinoma of the 
splenic flexure which is fixed and ac- 
companied by generalized metastases. 
The sigmoid in these cases is sufficiently 
mobile to allow this anastomosis to be 
made with ease. 
tomy in a dying patient. Another very 
successful improvisation is a tube cecos- 
tomy to relieve distention and an ob- 
structive resection with a triple-bladed 
clamp of Rankin in selected cases where 


This obviates a colos- 


an extensive operation for cancer is not 
feasible. As can be seen, we attempt to 
tailor operation to exigencies of case. 


Illustrative Cases 
il. Spastic Ileus with Exploration — 





Case 8821: A 58 year old white male 


made to insure diversion of the fecal 





stream. To attempt to cleanse a colon was admitted to the hospital because of 
TABLE V 
ANALYSIS OF DEATHS 
1. Carcinoma on Ulcerative Colitis with General Metastases (Moribund)............. lleostomy 
Se | a es Obst. Resection 
3. Diverticulitis with Perforation—Septicemia .............00. eee c eee eee e eee T. Colostomy 
4. Carcinoma of Sigmoid with General Metastases— 
Died After Second Op. for Small Bowel Obst, ..................00000e0 cece T. Colostomy 
5. Carcinoma of Rectum with Met, to Liver—D, I6th Day ....................0.. T. Colostomy 
6. Adenocarcinoma of Rectum—TBC and Septicemia .............. ...T. Colostomy 
7. Carcinoma of Rectum—Pulmonary Embolism ................ 0.00 eevee bee eees Colostomy 
8. Carcinoma of Sigmoid—Pulmonary Embolism ......................0005. Ext. Cecostomy 
9. Carcinoma of Stomach with Met. to Transverse Colon ...................-. Tube Cecostomy 
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severe left lower abdominal pain and 
vomiting of 12 hours duration. He had 
severe decompensated heart disease and 
had been on digitalis and anti-coagulant 
therapy. Enemata had been ineffectual. 
On examination the heart was enlarged, 
the pulse showed auricular fibrillation, 
the liver edge was half-way to the um- 
bilicus. The abdomen was tender in 
the left lower quadrant, spasm was mini- 
mal. The bowel sounds were hyper- 
active with peristaltic rushes. Rectal 
examination was negative. The tem- 
perature was normal and the white cell 


Fig. 3. Norrowing of sigmoid thought due to 
either old diverticulitis or extrinsic pressure. 


(Vol. 8, No. 4) AUGUST, 1957 


count was 17,000 with the shift to the 
left. The urine was normal. Roentgen 
ray examination showed some gas in the 
large bowel to the mid-transverse colon. 
Opiates were given for pain and heparin 
was substituted for Dicumarol. The fol- 
lowing day the temperature had risen to 
38.6 C., the abdomen was now quite 
distended. Tenderness was greatly in- 
creased and became quite exquisite in 
the left renal area. Peristalsis was still 
hyperactive. The white cell count was 
18,000. Roentgen ray examination 
showed a great many dilated loops of 
small intestine and gas again appeared 
to stop at the mid-transverse colon. Be- 
cause of the possibility of a mesenteric 
embolism, surgical exploration was un- 
dertaken. 

At operation the small and the large 
bowel were greatly distended, but the 
distention stopped abruptly at the mid- 
transverse colon. There seemed to be 
no anatomical reason for this. Gas 
could be propelled past the spastic area. 
Recovery was uneventful after naso-gas- 
tric suction and proper bowel regimen 
were instituted. The impression was 
that this was a spastic ileus secondary 
to a mild infarction of the left kidney in 
a highly emotional patient. 

2. Mesenteric Arterial Thrombosis 
with Obstructive Resection — Case 
1-0060: A 76 year old white male was 
admitted with the chief compaint of 
right lower abdominal pain of one 
week’s duration. One week previous to 
admission he developed generalized 
weakness and right lower abdominal 
pain. Five years before he had had a 
high right thigh amputation because of 
arteriosclerotic gangrene. In the past 
several years he had recovered from a 
coronary occlusion and a mild cerebro- 
vascular accident and was receiving in- 
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sulin for diabetes mellitus. 
On examination his temperature was 
normal, his blood pressure was 110/60, 


00 


his pulse 88 and regular. There was 
evidence of diabetic retinitis grade III 
on a basis of IV. The abdomen was 
soft, slightly tender to touch, and bowel 
sounds were normal. In the suprapubic 
area, by recto-abdominal examination. 
there was a boggy mass about 6 by 6 cm. 
The white cell count was 24,800, the 
fasting blood sugar, 250 mgm. per cent. 
and the stool was negative for occult 
blood. Barium enema revealed a nar- 
rowing of the sigmoid, probably due to 
old diverticulitis (Fig. 3). 

He was placed on a routine bowel 
preparation for surgical intervention 
The white cell 
count was 14,000 and the tenderness 
much less marked. The following day 
he suddenly cemplained of abdominal 


and seemed to improve. 


pain, became cold and clammy. vomited 
and perspired very profusely. His blood 
sugar rose to 470 mgm. per cent and 
dropped to 100 mgm. per cent after 
proper treatment was instituted. The 
white cell count rose to a high of 41,000. 
He was given blood and exploratory 
laparotomy was undertaken. 

At operation, under local anesthesia 
and light gas, exploration revealed the 
whole small intestine 8 cm. distal to the 
ligament of Treitz to the mid-transverse 
colon to be gangrenous. A hurried re- 
section was accomplished with the open 
ends of the jejunum and transverse 
colon brought outside the incision. He 
died in less than 24 hours and at post- 
mortem examination, even the left colon 
was found gangrenous. The main stem 
of the superior mesenteric artery was 
completely occluded as well as the in- 
ferior mesenteric artery. 


3. Acute Obstruction due to Multiple 





Carcinomas of the Sigmoid Treated by 
Cecostomy—Case M4079: A 72 year 
white male was admitted to the hospital 
in severe shock complaining of bloody 


He had 


a history of complete heartblock and 


diarrhea of two weeks duration. 


long-standing hypertension of 260 sys- 
tolic and 140 diastolic, for which he re- 
ceived Serpasil. 

Examination revealed a pale. cyanotic. 
cold, clammy individual bathed in sweat. 
His pulse was 40 and at times irregular. 
His systolic blood pressure was barely 
80 mm. Hg. In the left lower abdomen, 
a slightly tender mass was felt. There 


Fig. 4. Acute obstruction of large bowel due 


to lesion in sigmoid. 
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vas no evidence of recent myocardial 
infarction by electrocardiography. 

He was placed in an oxygen tent, 
ziven levophed® by the intravenous 
route, and cardiac stimulants. His urine 
output was scanty, and non-protein ni- 
trogen increasing. He became com- 
pletely disoriented and noisy. The ab- 
domen began to distend and all attempts 
to reduce it by rectum failed. (Fig. 4.) 

Under light gas and local anesthesia. 
a tube cecostomy was hastily performed 
and the abdomen was deflated. After 
three weeks of preparation, it was pos- 
sible to resect the lesion in the sigmoid 
which consisted of two separate carci- 
nomas. As a postlude, one and one-half 
years later, his whole left colon was re- 
moved and the transverse colon was 
anastomosed to his rectum. There were 
three separate primary carcinomas 
found in the resected specimen. His 
recovery was uneventful, 

4. Acute Obstruction due to Carci- 
noma of Sigmoid Causing Volvulus with 
Gangrene of the Whole Colon. Treat- 
ment by Total Colectomy — Case 
1-42807: A white 58 year old female 
was admitted to the hospital with a his- 
tory of abdominal pain of 24 hours 
duration. There was a six months his- 
tory of increasing constipation with the 
more increasing use of cathartics and 
enemata, culminating in the present con- 
dition of severe pain, marked abdominal 
distention and exhaustion (Fig. 5). 

Examination showed an extremely ill 
patient with a markedly distended ten- 
der abdomen. Her skin was of a cya- 
notic pallor, bathed in cold sweat, her 
pulse hurried and her blood pressure 
hardly obtainable. Bowel sounds were 
hyperactive. Immediate laparotomy was 
undertaken as soon as the usual meas- 
ures for resuscitation were instituted. 
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Fig. 5. Whole colon gangrenous due to carci- 
noma of sigmoid with volvulus. 


At laparotomy there was an acute ob- 
struction of the sigmoid due to a carci- 
noma which had metastasized to the 
omentum and lower ileum. The omen- 
tum had wrapped itself about the sig- 
moid loop and caused a volvulus of the 
loop. The rest of the colon was gan- 
grenous in spots to the cecum. A rapid 
resection of the whole colon and two feet 
of ileum and ileo-rectostomy was carried 
out. The patient made an unusually 
smooth recovery and left the hospital 
after a week. 


Summary and Conclusions 


1. Acute obstruction of the large 
bowel is a serious emergency be- 
cause, if the ileocecal valve is com- 
petent, a closed loop obstruction 
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occurs and early perforation of the 
cecum is possible. 

2. The patient is usually in the 
older age group and has concomi- 
tant degenerative diseases that 
accompany the aging process. 

3. Since the vast majority of the 
mechanical obstructions are due to 
carcinoma, a serious condition is 
grafted on a more lethal one that 
will require definitive treatment of 
some magnitude. 

4. The operation chosen should 
meet the needs of the problem pre- 
sented, A cecostomy, preferably an 
exteriorizing one, will suffice when 
decompression of the bowel only, 
is needed. And a tube cecostomy 
may be chosen when the exigency 
of the case demands it. A transverse 
colostomy with complete transec- 





tion of the bowel is mandatory in 
those cases where diversion of the 
fecal stream is imperative. Other- 
wise, the choice should be left to 
the predilection and ability of the 
surgeon. 

3. Neither a cecostomy nor a 
transverse colostomy will avoid a 
catastrophe if a volvulus or a con- 
comitant small bowel obstruction 
is overlooked. 

6. A lowered mortality can be 
accomplished only if there is earlier 
recognition of malignant lesions of 
the large bowel, earlier attack on 
diverticulitis before complications 
occur, and earlier recognition of 
acute obstruction before there is 
compromise of blood supply. 

7. A review of 84 cases of acute 
intestinal obstruction of the large 
bowel is presented. 
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Fluid 


and Electrolyte 


Balance 


In Diarrhea 


Physiological Considerations 
Within the intestinal epithelial cell, car- 
bon dioxide and water combine under 
the catalytic enzyme carbonic anhydrase 
to form carbonic acid. Carbonic acid 
dissociates into hydrogen ions and bi- 
carbonate ions. The hydrogen ions are 
delivered to the blood stream and the 
bicarbonate ions are secreted into the 
intestinal juice. By this mechanism, 
base is lost to the gastro-intestinal tract 
and the blood is made more acid. This 
carbonic anhydrase system is most ac- 
tive in the small bowel and to a lesser 
extent in the right colon. 

One of the chief functions of the right 
colon is to absorb water and electrolytes 
from the succus entericus. It must not 
be forgotten that some water and elec- 
trolytes can also be absorbed by the left 
colon, even the rectum. Normally, a 
person discharges one or two formed 
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stools a day. In the feces there are ap- 
proximately 200 cc. of water, 5 megs. 
of sodium, 10 megs. of potassium, 5 
megs. of chloride, and 10 megs. of bi- 
carbonate. 

Severe Diarrhea Severe diarrhea 
may be defined as a clinical state in 
which there are 10 to 20 bowel move- 
ments per day. Moderate diarrhea oc- 
curs when there are 5 to 10 bowel move- 
ments per day. Four to 8,000 cc. of 
water may be lost per day during se- 
vere diarrhea. Though the electrolyte 
values may vary widely in the diarrheal 
fluid, there is an average of 130 megqs./1 
of sodium, 100 meqs./1 of chloride, 30 
meqs./1 of carbonate, and 30 to 50 
meqs./1 of potassium. 

Pathological Physiology _Diar- 
rhea or a running colostomy causes 
losses of water, sodium, chloride, bicar- 
bonate, and potassium. Up to 8 liters 
of water may be lost in a period of 24 
hours. During the first 2 to 3 days of 
diarrhea, the fluid that is lost is isotonic 
with the extracellular fluid, whereas 
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Fig. |. The carbonic anhydrase system in the 
intestinal epithelial cell. 


after that time interval the fluid is hypo- 
tonic. It is during the first few days 
of diarrhea that each liter contains ap- 
proximately 130 megs. of sodium, 100 
megs. of chloride, 30 megs. of bicar- 
bonate, and 30 megs. of potassium. The 
loss of water and electrolytes by the en- 
teric canal cause the blood vascular com- 
partment or blood volume to shrink. The 
net result is one of isotonic dehydration. 
To replace the losses of water and elec- 
trolytes from the vascular compartment, 
water, sodium, chloride, and bicarbonate 
leave the interstitial space to enter the 
vascular network. 

The extra renal loss of water induces 
the kidneys to excrete a scanty amount 
of urine. In addition, the kidney tubules 
reabsorb sodium, chloride, and_bicar- 
bonate ions. Ammonium ions and hy- 
drogen ions are secreted by the tubular 
cells to conserve base. Therefore, the 
urine is not only scanty, but concen- 
trated, acid in reaction and low in the 
electrolytes of sodium and chloride. In 


each liter of urine which is excreted by 
the kidney, 40 to 75 megs. of potassium 
are excreted. Therefore, the kidney con- 
tinues to excrete potassium despite the 
losses of this ion in the diarrheal fluid. 

As dehydration and diarrhea con- 
tinue, water leaves the cells to replenish 
the losses in the extracellular space. 
Whenever water leaves the cells, potas- 
sium goes with it. As potassium leaves 
the cells, sodium enters the cells. The 
potassium which leaves the cells to enter 
the extracellular space is promptly se- 
creted by the kidney or the gastro-intes- 
tinal tract. Sodium, on the other hand 
is lost in the diarrheal fluid or by its 
passage into the body cells. A severe 
acidosis develops due to the loss of base 
and the addition of hydrogen ions to 
the blood stream. 

The electrolyte disturbance in the 
blood during the first 24 to 36 hours of 
the diarrheal phase is reflected by hy- 
ponatremia, hypochloremia, hypokale- 
mia, acidosis, and dehydration. The 
urine is scanty, of high specific gravity, 
rich in potassium, and low in sodium 
and chloride. 

As the acidosis continues and the po- 
tassium losses become accentuated, hy- 
drogen ions in the extracellular space 
either pass into the body cells or are 
excreted by the renal tubular cells. In 
addition, chloride ions are tenaciously 
held by the extracellular space and bi- 
carbonate ions are substituted in their 
place. The bicarbonate ions in turn are 
excreted into the diarrheal fluid. The 
end result is hyperchloremic acidosis. 

Treatment During the first 24 to 
36 hours of diarrhea, calculation of elec- 
trolyte losses by means of blood chemi- 
cal studies is unreliable because of the 
isotonic dehydration. During this state, 
one must estimate the losses empirically 
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Fig. 2. Diagram of elect- 
rolyte and water disturb- 
ances in diarrhea. 


and replace them accordingly. After- 
wards one can carry out a complete 
metabolic study and accurately measure 
the fluid and electrolyte losses. How- 
ever, the critical losses occur early and 
these losses must be replaced as fast as 
possible by the rule of average electro- 
lyte losses in each liter of diarrheal 
fluid. 

Loss of 4 liters of water by diarrhea 
when added to the water lost by vapor- 
ization from the lungs and skin (800 


+ volume 


TK Ff Sp. = 


+Na 


cc.), and that lost by urination (800 
ce.) amounts to 5600 cc. This repre- 
sents the fluid needed by the patient in 
24 hours, namely, approximately 6 liters. 

Since 130 megs. of sodium are lost in 
each liter of diarrheal fluid, 4 liters 
would contain 520 megs. Likewise, 
there are 100 megs. of sodium and 30 
megs. of bicarbonate in a liter of diar- 
rheal fluid and 4 liters would contain 
400 megs. of chloride and 120 megs. of 
bicarbonate. The average loss of potas- 








HCO; -—- 120 meqs. 
K — 160-195 meqs. 





Figure 3 
LOSSES REPLACEMENT TOTAL 
H.O — 6 liters 4 liters 5% G/W H.O —6 liters 
2 liters saline 

(Na-2(154) 308 meqs. 

(Cl-2(154) 308 meqs. 
Na — 520 meqs. Na — 428 meqs. 
Cl — 400 megs. 4 amps KCl Cl — 428 meqs. 


(Cl 160 meqs. 
(K 160 meqs. 


2 amps Na HCO; 
(5 gms/100 cc) 


HCO; — 120 meqs. 


K — 160 meqs. 
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sium in each liter of diarrheal fluid 
is 30-50 megs. and in 4 liters this would 
amount to 120-200 megs. Adding the 
40-75 meqs. of potassium which is ex- 
creted in a liter of urine to the 120 megs. 
lost by the gastro-intestinal tract gives a 
total body depletion of potassium of 
160-195 megs. In order to replenish 
these water and electrolyte losses em- 





pirically, give 2 liters of normal saline 
and 4 liters of glucose and water. To 
these intravenous infusions add 1 am- 
pule of bicarbonate and 5 ampules of 
potassium chloride. Do not give more 
than 40 megs. of potassium in less than 
one hour of infusion time for fear of 
inducing hyperkalemia. 

520 Commonwealth Avenue. 
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International Academy of Proctology 


REQUEST FOR RESERVATIONS 


TOURS S.A. 
Official Travel Representative 


Tenth Teaching Seminar, International Academy of Proctology 


ALLENDE #2, Coyoacan, Mexico 21, D.F. 


Gentlemen: 


Please make the following reservations in connection with the Tenth Teaching Seminar of 
the International Academy of Proctology, to be held in Mexico City April 9 to 17, 1958. 





ae — ——ADDRESS———————————CITY ———- Ae 
AU SS eee ADDRESS CITY ————_—_STATE ——— 
‘1. MEXICO CITY. Hotel Del Prado. 6 2. (J Extension tour of ACAPULCO. 


Days, 5 nights. April 9-13 inclusive. 
Single room [J 


Double room [J 


3. (1 Extension tour to ACAPULCO. 
Through CUERNAVACA, TAXCO, 
Westbound by car. Back to Mexico 
City by plane. 4 days, 2 nights, with 
meals. One night at Hotel Borda, 
Taxco. Two nights at Hotel Club de 
Pesca, Acapulco. Aeronaves de México. 


. O We would like also Plane Reserva- 
tions FIRST CLASS ...... or TOUR- 
Sa. CLASS «2.555% ee 
to MEXICO CITY on date ........... 


wr 


P.S. Please check the items in which 
you are interested. We will send copies 
of the brochure to your friends if you 
will send us their names. 


Round trip by plane. 4 days, 3 nights. 
with meals. April 14-16 inclusive. Ho- 
tel Club de Pesca. Aeronaves de 
Mexico. 


4. [] Extension tour toe GUANAJUATO, 
SN. MIGUEL ALLENDE, QUERE- 
TARO. By car. 4 days, 3 nights, with 
meals. April 14-16 inclusive. One 
night. Hotel Posada Sn. Francisco. S. 
M. ALLENDE. Two nights. Hotel 
Orozco. GUANAJUATO. 


0 We would like to have the color 

brochure explaining in detail all the 

places that we are going to visit dur- 

ing our trip, including total cost. 
Yours very truly. 


Name 9 ———-————----—— -—-— 


Address 


City ——_—-_—_——————State -- 
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The Idea 


of Preventive 


The doctrine of preventive medicine 
is well known to every physician but as 
far as the ano-rectal area is concerned 
there is the opportunity for serious con- 
sideration of the idea of preventive sur- 
gery. Modern textbooks are quite defi- 
nite as regards the indications for sur- 
gery in a given condition, and surgeons 
are influenced when definite pathologi- 
cal signs appear or when there is en- 
croachment upon neighboring organs 
prohibiting natural function of the part. 
This effort is to bring into focus certain 
structural changes which may require 
corrective surgical intervention outlin- 
ing the importance of preventive surgery 
as an idea. Those of us who habitually 
scan the ano-rectal horizon are con- 
stantly aware of impending changes, be- 
cause they appear in minute form to 
later enlarge, deepen and spread as time 
goes on. 

At the middle age of forty years the 
average person has had a daily bowel 
movement which adds up to fifteen- 
thousand times during that person’s life. 
In some cases there have been thirty- 
are those who 


thousand, since there 
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habitually evacuate the bowel twice dur- 
ing the day. 

The physiology of defecation includes 
a quite unusual and complicated set of 
procedures involving various muscles 
and nerves before and during the actual 
bowel movement. There is fascination 
in the sequence of events as they hap- 
pen. The relationship of the movement 
and accommodation of muscles with the 
various nerve innervations, and the free 
excursion of the movable mucosal lining 
of the rectal wall are almost as intricate 
as the birth of the fetus itself. Certain 
structural changes are bound to happen 
and these may or may not show patho- 
logical change. The same early recogni- 
tion as is admitted in cancer detection 
is necessary if we are to thwart the final 
ugly stages of the various diseases found 
in the anus and rectum. 

The action of gravity and the regular 
rhythm of defecation causes certain 
changes in the morphology of the part 
which often takes the form of extension 
of tissues such as tumors, papillae, tags 
or hemorrhoids. These persons are can- 
didates for surgery, for in time there 
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will occur definite pathological occa- 
sions for surgery whether by reason of 
disease or obstruction. 

This type of surgery can be performed 
with a minimum of discomfort to the 
patient and with a minimum of radical 
effort on the part of the surgeon. The 
patient enjoys the advantage of experi- 
encing little or no pain after surgery 
and during convalescence. He is also 
spared the arduous and lengthy period 
of suppository insertions, or of “hiding 
out” in misery—uneasy in the thought 
of each impending bowel movement. 
These _ latter 
on for years and years and they pile up 
the fantastic and terrible rumors that 


conditions usually go 


go with rectal surgery in the minds of 
the vast majority of persons. 

The infant sentinel pile and its asso- 
ciates (fissure and papilla) can be seen 
early as very young elements. If treated 
early surgically by means of a fissurec- 
tomy, and perhaps repair of the mucosa, 
we prevent the formation of what must 
certainly develop into what has been 
valled the eternal triad — the well de- 
veloped ulcer with over-hanging senti- 
nel pile and the large papilla distally. 

The normal papillae, which may vary 
in number up to five or seven, project 
their tiny tips beyond the crypts at their 
bases. As time progresses they singly, 
or in multiple, undergo change after a 
large or hard stool which may cause a 
tiny tear in the crypt. The resultant in- 
fection may cause gradual enlargement 
of that papilla, and as it grows and en- 
croaches upon the lumen of the anal 
canal there is tenesmus and a feeling of 
incomplete bowel movement and some- 
times a crawling sensation. Often there 
is pull on the mucosa above and involve- 
ment of neighboring hemorrhoids with 
prolapse, or there may be the develop- 
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ment of fissure and ulceration. These 
latter conditions are recognizable as re- 
quiring surgery—however if the situa- 
tion had been appraised early when the 
papilla began to enlarge, and corrected 
then,—the latter conditions would never 
have appeared. 

The tiny dorsal fistula may be seen 
at its incipiency as it emits a drop of 
whitish pus from the early fissure or 
ulcer. If operated at this stage we may 
prevent the extensive horse-shoe fistula 
involving both buttocks and presenting 
a major surgical problem at a later 
date. 

Hemorrhoids may begin to show 
signs of ulceration, fibrosis and pro- 
lapse, and if excised at the stage before 
other neighboring hemorrhoids have 
been involved, accompanied by edema 
and protrusion outside the anus with all 
of the well known complications of in- 
fection (bleeding and rectal mucosal 
prolapse), the patient’s surgical experi- 
ence would be mild by comparison with 
the pain and discomfort of radical and 
extensive surgery. 

Dr. Ernest Miles of London was ada- 
mant in his declaration of the true ex- 
istence of the “pecten band.” The fre- 
quent passage of stool of varied con- 
sistency, character and size tends to 
form a series of mild traumatic lesions 
at the anal outlet which heal rapidly as 
a rule but leave some evidence. A band 
of fibrous tissue may be noted super- 
ficial to the external 
sphincter muscle, which completely en- 


subcutaneous 


circles the anal canal at that point and 
gives the examining digital finger the 
impression of a stenotic band which is 
inelastic and resists dilatation. This is 
the pecten band described by Miles, and 
is often a source of discomfort as it may 
cause constipation by the mere act of 
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preventing a complete stool. It may also 
cause straining on the part of the pa- 
tient giving rise to redundancy above in 
the rectal mucosa or prolapse of hemor- 
rhoids. Early division of this band pro- 
vides welcome relief for the patient and 
permits the normally elastic sphincter 
muscle to function properly, again re- 
lieved of its barrier. This band is often 
found associated with other pathology 
and may be the forerunner of subse- 
quent pathology in the anus and rec- 
tum. At first this band is thin and per- 
haps ineffectual, but as time goes on it 
thickens and becomes a definite threat 
to the health of the patient who contin- 
ually seeks relief by means of cathar- 


tics, completely unaware of the presence 
of a mechanical barrier to proper elimi- 
nation. 

Because of the above it would seem 
that the idea of preventive surgery has 
some value in our consideration of ano- 
rectal problems. In this area it is pos- 
sible to inspect and appraise, leaving no 
excuse for neglect of an early lesion no 
matter how benign or simple it may 
appear. For, given time, it will surely 
become transformed into a major prob- 
lem. By the same token that these other 
minor conditions may be corrected, it 
surely follows that cancer itself in its 
early stages may also be apprehended 
or cured. 


Summary 


There has been the effort to em- 
phasize an idea familiar to every 
physician, i.e., to make use of the 
accessibility of the anus and rectum 
for early diagnosis and treatment 
before the necessity of a radical, 
painful surgical procedure. 

Every general practitioner and 
every general surgeon must not 
only make a digital examination, 


but must make use of the anos- 
cope, the proctoscope and even the 
sigmoidoscope to identify early 
pathological conditions in every 
patient. 

The _ electrosurgical technique 
lends itself very well to this type of 
corrective surgery. 


2068 South Hobart Boulevard 
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EDITORIAL 


THE ETIOLOGY OF ULCERATIVE 
COLITIS 


In 1955, after circularization of out- 
standing proctologists and gastroen- 
terologists of the United States and 
abroad, it became clearly evident that 
concepts of etiology and therapy of 
ulcerative colitis belong to the “art of 
medicine.” There were as many opinions 
as there were clinicians. 

I then wrote to the outstanding virolo- 
gists of the United States to determine 
the cost of a research program to study 
the relationship of enteric viruses to 
ulcerative colitis. It became apparent 
that a study of this nature would require 
a minimum of ten to fifty thousand dol- 
lars per annum, probably over a five 
year period. 

It is my personal opinion now, as it 
was then, that such a study should be 
undertaken. Unfortunately, it was not 
possible to provide the necessary funds 
for the development of this research pro- 
gram. However, this editorial is written 
in the hope that it will reach one or 
more individuals who will arrange eco- 
nomic backing for the study. 

There are two types of virus studies 
that are urgent at the present time. One 
is the search for cancer viruses, and 
the second is the search for pathogenic 


enteric viruses related to inflammatory 
colon disease. 

Those who feel that the question of a 
virus etiology for cancer is not worth 
investigation because of the absence of 
a demonstrable virus in human tissue ex- 
tracts, should read the article by Nobelist 
Wendell M. Stanley in the third Na- 
tional Cancer Conference Proceedings 
volume (Lippincott). 

Those who look askance at the possi- 
bility of a virus etiology for ulcerative 
colitis, should read the reports of the 
National Foundation for Infantile 
Paralysis describing the dozens of en- 
teric viruses isolated from extracts of 
human stools after inoculation of mon- 
key kidneys and other cells in tissue 
culture, 

These viruses are now known as the 
ECHO viruses—enteric cytopathogenic 
human orphan viruses. These are liter- 
ally viruses in search of a disease. 

Indeed, I recently received a report 
from the New York Academy of Science 
(Conference of May, 1956,) with that 
exact title—“Viruses in Search of Dis- 
ease.” 

The ECHO viruses come from the hu- 
man intestinal tract. They are cyto- 
pathogenic for monkey or hurnan cells 
in culture. They differ from all known 
viruses. We do not know what diseases 
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-American Cystoscope Makers, Inc. are 
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ments of outstanding design that provide 
illuminated telescopic vision for procto- 
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of expert professional design, highest 
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they cause. Further, there is no doubt 
that there are still a great many addi- 
tional undiscovered viruses in the sup- 
posedly healthy human body. 

As we all know, nutritional disturb- 
ances, emotional! strain and other stress 
factors, genetic structure, and many 
other elements, enter into the picture of 
ulcerative colitis, as they do into the eti- 
ology of cancer. However, these are 
probably trigger mechanisms acting 
upon the cell, the virus in the cell, or 
both. When the stage has been set, 
whether by genetic structure, nutrition- 
al variations, emotional disturbances, or 





any other stress element, the main actor 
in the drama of disease appears, masked 
and unidentified. In my opinion we 
should search the wings for viruses if 
we are to discover the etiology of ulcera- 
tive colitis (and cancer). 

Once again, I urge the readers of THE 
AMERICAN JOURNAL OF PROCTOLOGY to 
seek among their influential and philan- 
thropic patients, colleagues and friends, 
for support for such research, A study 
of this nature may prove to be one of 
the great contributions in the history of 
medicine. 


ALFRED J. CANTOR, M.D. 





FELLOWSHIP KEY 





the key. 


A Fellowship Key of 10K Gold, as illustrated, is now available to 


Fellows of the International Academy of Proctology. 


Applications for the Fellowship Key should be made to the office 
of the Secretary, 147-41 Sanford Avenue. Flushing 55, N. Y. 


A check in the amount of $15.00 should accompany the order for 
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(Du Emk Grain in his Manual of Proctology 
RECOMMENDS THIS TREATMENT 
ron PRURITUS ANI 


“Treatment is directed mainly to keeping the perianal skin 
free of feces...The patient must be made to understand 
that there is a permanent and direct relationship between 
perianal soiling with feces and the itch,” states Dr. Granet. 
He suggests: 





DOMEBORO TABS (DOME) -1 
Aqua oz. 16 
Fiat solutio 

Sig: Apply as wet dressing and repeat 
after every bowel movement. 





AVAILABLE: 
Tablets (individually cel- 


® lophaned) in cans of 12, 
ia 8 4 a 100, 500 and 1,000. Packets 


DOME (single dose) 12 and 100. 














ACID MANTLE 


CREME—pH 4.2—DOME 





Before retiring, following cleansing and drying of the 
perianal skin, Dr. Granet suggests: 





Menthol : 0.2 
Phenol 0.3 Sig: Apply to perianal 
Salicylic Acid 1.0 skin upon retiring. Place Mehta rtanac use oud 
Benzoic Acid 2.0 generous supply of Creme J DOME CHEMICALS INC 
ACID MANTLE CREME on Sterile tissue or soft 

(DOME) q.s.ad 60.0 cloth; do not use standard AVAILABLE: 
Misce et fiat creme bathroom paper. Senadeetien 


and 16 oz. jars. 


This treatment will also be found beneficial where allergic 
reaction results from use of antibiotics. 











*The Year Book Publishers, Inc., Chicago. 1954 


DOME 2encr:s"¢ 
109 W. 64th ST. NEW YORK 23,N.Y. 





In Canada: Professional Sales Corp., 5333 Queen Mary Rd., Montreal, P.Q. 











BOOK REVIEWS FOR PROCTOLOGISTS 


ESSENTIALS OF CLINICAL PROCTOLOGY by 
Manuel G. Spiesman, M.D., B.S., LL.D. 
F.1.C.P., Associate Professor of Proctology 
Chicago Medical School; Chief of Proc 
tology, Mt. Sinai Hospital Rectal Clinics: 
Chief of Proctology, Edgewater Hospital; 
Former Head of the Cook County Hospital 
Rectal Clinic and Louis Malow, M.D., B.S. 


F.A.C.S., Associate in Surgery, Chicago 
Medical School; Proctologist, Grant Hos- 
pital; Attending Staff Surgery, Edgewater 


Hospital; Rectal Clinic, Mt. Sinai Hospital; 
Diplomate, American Board of Surgery. 
Grune & Stratton, New York & London, 1957 
Third Edition, 316 Pages, 129 Figures. Price 
$8.75. 


The third edition of this volume further 
expands the author’s lectures to medical and 
post-graduate students. It continues to be a 
personal book in the sense that it reflects 
the author’s practice only, and is not in- 
tended to be encyclopedic. 


As such, it serves a very useful purpose 
indeed. The author has had a vast experience 
in proctology, and his personal selections in 
therapy are worthy of careful attention. 

The new book adds a chapter on the in- 
jection treatment of hemorrhoids, a chapter 
on pediatric proctology, ulcerative colitis, 
hydradenitis suppurativa, and revised chapters 
on pruritus ani and post-operative complica- 
lions. 

The new material on amebiasis is also 
worthy of mention. The authors’ concept of 
the close relationship between coccygodynia 
and proctalgia fuax is given a chapter of 
its own. 

Dr. Spiesman has been particularly in- 
terested in the pacten band, and the text 
presents a very complete discussion of the 
pecten band, pectenosis and pectenotomy. 

This textbook is recommended to all proc- 
tologists, general surgeons interested in proc- 
tology, and to students of proctology. 


AFTER ANORECTAL SURGERY OR WHEN 
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MUSCLE RELAXANTS IN ANESTHESIOLOGY 
by Francis F, Folds, M.D., Director, Depart- 
ment of Anesthesia, Mercy Hospital, As- 
sistant Professor of Anesthesiology Univer- 
sity of Pittsburgh, School of Medicine,— 
Charles C. Thomas—210 pages. 


As the author states in his preface, “good 
muscular relaxation is an essential require- 
ment for the performances of many surgical 
procedures”. The anesthesiologist will find 
this text a useful review of muscle relaxants 
in anesthesiology. 

Both diagnostic and therapeutic uses of 
muscle relaxants are described. The technic 
of administration of muscle relaxants is also 
carefully detailed. 

The book is well organized, reference is 
simple, and there is even a four page glos- 
sary. 

The text is highly recommended for the 
anesthesiologist. 


THE CELLULAR BASIS OF WOUND REPAIR 
by Martin Allgower, M.D., Privatdocent, 
Department of Surgery, University of Basle, 
Switzerland—Charles C. Thomas—Publisher 
120 pages. 


This book re-establishes, as the author 
points out, the facts postulated long ago by 


A. Maximow. Experimental approaches are 
described to prove that newly formed con- 
nected tissue originates in consequence of 
hematologic elements and their activity. The 
author points out the migration of such 
elements from the vascular space into the 
periphery of wounds immediately following 
injury. He traces the subsequent change or 
development of these same elements into 
newly formed connected tissue. 

This appears to be chiefly from the local 
supply of mononuclear blood elements. 

The text will be of general ‘interest to 
research workers, pathologists, and physicians 
engaged in tissue culture’ studies. The 
histologists will find the material useful in 
teaching as well as in research of wound 
repair. 


A TEXTBOOK OF HISTOLOGY by Alexander 
A. Maximow, Late Professor of Anatomy, 
University of Chicago; and William Bloom, 
Professor of Anatomy, University of Chicago. 
W. B. Saunders Company, Philadelphia & 
London, Seventh Edition, 1957, with 1082 
illustrations, 265 in color, on 631 figures. 
This classical textbook is now in its seventh 
edition. As the prefaces to the new edition 
states, “In the nearly three hundred years 
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American manufacturer of 
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that the microscope has been used in the 
study of biological material, no period has 
seen the knowledge of minute structure ad- 
vance so greatly as the last decade.” 

Many electron micrographs have been added 
to the new text. Sub-microscopic analysis is 
considered, and the description of mitosis has 
been revised. 

There is new data on some of the hormones, 
and new material in many of the other sec- 
tions. 

The book continues to be one of the finest 
of textbooks on histology available to the 
medical student. It will be useful to the 
pathologist, practicing physician, and the 
surgeon as well. 


CURRENT THERAPY 1957 — by Howard F. 
Conn, M.D., Consulting Editors: George E. 
Burch, M. Edward Davis, Vincent J. Derbes, 
Garfield G. Duncan, Hugh J. Jewett, Perrin 
H. Long, Clarence S. Livingood, H, Houston 
Merritt, Walter L. Palmer, Hobart A. Rei- 
mann, Cyrus C, Sturgis, Robert H. Williams. 
731 Pages—Price $11.00—published by the 
W. B. Saunders Company. 


The new volume contains the newer thera- 
peutic knowledge, the newer drugs, and the 
newer technics of the Board of Editors. Of 
course, the basic material remains unchanged. 

The annual revision feature of this text 
makes it imperative for all those who want 
to be completely up-to-date in therapy. The 
arrangements of the 1957 volume is essen- 
tially the same as the preceding volumes. 
This makes for easy reference. 

Further, the outline of therapy can be real- 
ly followed by the general practitioner as 
well as by the specialist. 

The gastroenterologist and the proctologist 
will find an excellent section on diseases of 
the digestive system. 


THE YEAR BOOK OF DRUG THERAPY (1956- 
1957 Year Book Series) Edited by Harry 
Beckman, M.D., Director, Departments of 
Pharmacology, Marquette University Schools 
of Medicine and Dentistry; Consulting 
Physician, Milwaukee County General and 
Columbia Hospitals, Milwaukee, Wisconsin. 
The Year Book Publishers, Inc., Chicago, Ill. 
514 pages, 70 figures. Price $6.75. 


This is a worthy addition to the Year Book 
Series. The Editor points out, in his introduc- 
tion, that there has been a great interest in 
drugs affecting mood and behavior. However, 
the findings are “nebulous”, and he describes 
the general opinions in the introduction rather 
than in the book. 

The concept that schizophrenia is a result 
cerebral serotonin deficiency is discussed. The 
relationship with serotonin to lysergic acid 
diethylamide is also considered. It is interest- 
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ing that the Editor concludes, “I look upon 
these serotonin-LSD developments as the most 
important of current pharmacologic topics— 
although neither of the two agents is actually 
a drug!” 

There is an excellent section on gastroen- 
terologic disorders, interesting material on 
liver disorders and on _ surgical disorders. 
Worm and fluke infestations will also in- 
terest the proctologist. 


THE PHYSICIAN-WRITER'S BOOK by Richard 
M. Hewitt, A.M., M.D..—Senior Consultant, 
Section of Publications, the Mayo Clinic; 
Associate Professor of Medical Literature, 
the Mayo Foundation, Graduate School, 
University of Minnesota—W. B. Saunders 
Company, 415 pages. 


This work has been developed in conse- 
quence of the very large experience of edit- 
ing manuscripts for the Journal of the Ameri- 
can Medical Association, for the Mayo Clinic, 
and the National Research Council. Primarily, 
however, the book presents the approach of 
the Mayo Clinic Editorial Personnel. 

Despite the origin of the author’s training, 
the scope of the book is general and will be 


of great value to the occasional physician- 
author. 

As such, although each writer could benefit 
from reading the book from beginning to end, 
it will probably be used more as a reference 
manual. 

The book is very complete, and offers help 
not only to the occasional author, but also 
to -the experienced editor and writer. 


THE DOCTOR AS A WITNESS by John Evarts 
Tracy, Professor of Law (Emeritus), Uni- 
versity of Michigan. Author of Corporate 
Foreclosures, Corporation Practice, Hand- 
book of the Law of Evidence, and the Suc- 
cessful Practice of Law—22I pages published 
by W. B. Saunders Company—price $4.75. 


As the author states in his introductory 
remarks, “This short volume is not written 
as a text for either medical or law school use. 
It is purely informational, endeavoring to 
explain to the busy practitioner who has had 
little experience in courtrooms, the various 
kinds of legal proceedings at which he may 
be called to testify ...” 

The book will be very practical, and deals 
with the rights and privileges of the physician 
(and the patient) as well as the technics of 


PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 


Malt Soup Extract completely relieved in- 
tractable itching and burning in 80 per 
cent of a series of 46 cases of pruritus ani 
within an average of 3 days.” 


BASED ON NEW RATIONALE 


In pruritus ani the stools are usually strongly 
alkaline. Malt Soup Extract encourages the 
growth of aciduric bacteria in the intestines. 
When this has been accomplished, the feces 
become soft, have an acid reaction, and 
intractable itching of the rectal region dis- 
appears. 

1. Brooks, L. H.: Use of Malt Soup Extract 
in’ Treatment of Pruritus Ani (to be 
published). 
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Malt Soup Extract contains specially proc- 
essed non-diastatic barley malt extract neu- 
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direct and cross examination, opinion evidence, 
expert testimony, etc. There are interesting 
chapters on testimony in workmen’s com- 
pensations proceedings, and _ testimony in 
malpractice cases. 

The chapter on preparation for trial or 
hearing is also very good. The practical na- 
ture of the text is indicated by the fact 
that there is a chapter on the compensation 
of the doctor-witness. 

This little book is well written, and pro- 
vides very useful information. The final 
chapter relating to proposed improvements in 
the law as to the use of expert medical testi- 


| mony should be brought to the attention of 
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CLINICAL HEMATOLOGY by Maxell M. Win- 
trobe, M.D., Ph.D., Professor and Head, 
Department of Medicine and Director Lab 
oratory for the Study of Heredity and 
Metabolic Disorders, University of Utah, 
College of Medicine, Salt Lake City, Utah; 
Formerly Associate in Medicine, Johns 
Hopkins University, Associate Physician, 
Johns Hopkins Hospital, and Physician-in- 
Charge, Clinic for Nutritional, Gastro-In- 
testinal and Hemopoietic Disorders, Balti- 
more, Maryland. Fourth Edition. Thoroughly 
Revised, 236 Illustrations and 20 Plates, 18 
in Color, 1185 Pages. Lea & Febiger, Phila- 
delphia, 1956, 


text includes 
been made 


this 
have 


The fourth edition of 
the many advances that 
during the past few years. 

There are new chapters on blood trans- 
fusion, blood groups, and on abnormal hemo- 
globin syndromes. 

This edition shows revision and re-writing 
in several chapters, new illustrations and 
references, and useful tables. 

Although the total number of illustrations 
have increased by only 16, the original group 


| of illustrations was already quite adequate. 


The author is to be recommended for his 
excellent task of editing the tremendous 
volume of material that appears each year in 
hematology. This book is recommended for 
the general practitioner who wishes to keep 
abreast of the newer developments in_ this 
field, as well as for the hematologist. 


PRACTICAL DIAGNOSIS AND TREATMENT 
OF LIVER DISEASE by Carroll M. Leevy, 
M.D., Director of Clinical Investigation and 
Attending Physician, Jersey City Medical 
Center, Jersey City, N. J. Foreword by 
Franklin M. Hanger, M.D., Professor of 
Medicine, College of Physicians and Sur- 
geons, Columbia University, New York. 
Illustrations by Felix Traugott. Paul B. 
Hoeber, Inc., New York, 1957. 336 pages. 


The author presents a composite approach 


° | to the practical diagnosis and treatment of 
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liver disease. His conclusions are drawn from 
a well documented study of 1000 consecutive 
patients with hepatic disorders seen at the 
Jersey City Medical Center. The composite 
approach consisted of serial evaluation of 
clinical, biochemical and histological data. ~ 

Among the important topics discussed are 
liver function tests, nutritional and metabolic 
disturbances of the liver, the liver in biliary 
obstruction and_ infection, liver trauma, 
neoplastic disease, and surgical management 
of portal hypertension. 

The newer diagnostic techniques, such as 
needle biopsy of the liver and hepatic vein 
catheterization, are described and discussed. 
Emphasis is placed on the practical aspects 
of modern therapy for various liver disorders. 
This, together with excellent tables, charts, 
radiographs, and illustrations (many in full 
color), makes the book a truly practical guide 
in the diagnosis and management of liver dis- 
ease. 


SIGNS AND SYMPTOMS—Applied Pathologic 
Physiology and Clinical Interpretation Edited 
by Cyril Mitchell MacBryde, A.B., M.D., 
F.A.C.P., Associate Professor of Clinical 
Medicine, Washington University School of 
Medicine Assistant Physician, the Barnes 
Hospital; Director, Metabolism and En- 
docrine Clinics, Washington University 
Clinics, St. Louis, Missouri. J. B, Lippincott 
Company, Philadelphia; Montreal; Third 
Edition, 1957, 973 pages, with 191 illustra- 
tions and 6 color plates. 


In each chapter of this excellent textbook 
a major sign or symptom is carefully discussed, 
not only from the clinical point of view, but 
in terms of applied physiology, pathology, 
chemistry or psychology. This integration of 
medical understanding is the ideal approach 
of the physician to the patient. 

There is an excellent chapter on pain. The 
introductory material relating to the clinical 
relations between physician and patient care- 
fully discusses the analysis and _ interpreta- 
tion of symptoms. The importance of history 
taking is stressed. 

As the author states, “the accomplished 
physician can learn more in the majority of 
cases from what his patient says, and the 
way he says it, than from any other avenue 
of inquiry.” 


The third edition presents new chapters 
on growth and sex development, generalized 
vasospasm and arterial hypertension, and 
diseases of the lymphatic system. 

The book offers very practical material for 
the general practitioner. Indeed, it will be 
useful to every physician, regardless of 
speciality. 
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Newer Medicinals 


Cathocillin Forte, Merck Sharp & Dohme, 
Division of Merck & Co., Philadelphia, Penn- 
sylvania. Double-strength form of Cathocillin. 
Each capsule contains 150 mg. potassium 
penicillin G and sodium novobiocin equiva- 
lent to 250 mg. novobiocin. Indicated in a 
variety of infectious conditions. Dose: As 
directed by physician. Sup: Bottles of 16 and 
100. 


Compazine 10 Mgm., Smith, Kline & French 
Laboratories, Philadelphia 1, Pennsylvania. 
New strength tablets providing easier dos- 
age adjustments. Indicated for use as a 
tranquilizer, providing greater freedom from 
drowsiness and depression as well as rapid 
control of nausea and vomiting. Dose: | 
tablet three times a day or as directed by 
physician. Sup: Bottles of 50 and 500. 


Donnagel With Neomycin, A. H. Robins Co. 
Inc., Richmond, Virginia. Suspension, each 
30 cc. of which contains 210 mg. neomycin 
base (as neomycin sulfate USP) with Don- 
nagel. Indicated in diarrhea or dysentery of 
bacterial origin caused by neomycin-suscep- 
tible organisms. Dose: Adults, | to 2 table- 
spoonfuls every four hours. Children, as di- 
rected by physician. Sup: Bottles of 6 oz. 


Equanil 200 mg., Wyeth Laboratories, Inc., 
Philadelphia, Pennsylvania. New reduced- 
strength tablets. Indicated for relief of 
anxiety, tension, insomnia and muscle spasm. 
Dose: As directed by physician. Sup: Snap 
cap bottles of 50. 


Furadantin Intravenous Solution, Eaton 
Laboratories, Norwich, New York. New dos- 
age form of 0.6% Furadantin, dissolved in 
polyethylene glycol 300. Indicated in bac- 
teremia, septicemia, peritonitis and other 
bacterial infections, as of postoperative 
wounds and abscesses, when the organism is 
susceptible to Furadantin. Dose: As directed 
by physician. Sup: 10 cc. ampuls containing 
60 mg. of Furadantin. 


Marsilid, Hoffmann-La Roche Inc., Nutley, 
New Jersey. Iproniazid. For treatment of 
mental depression; stimulation of appetite 
and weight gain in debilitated patients; 
stimulation of wound healing in draining 
sinuses; adjunctive therapy in rheumatoid 


arthritis when associated with depressed 
psychomotor activity. Dose: As directed by 
physician. Sup: Scored tablets of 50 mg., 
25 mg., and 10 mg. in bottles of 100 and 
1000. 


Milpath, Wallace Laboratories, New Brunswick, 


New Jersey. 400 mg. of Miltown and 25 mg. 
of tridihexethy| iodide. For therapy of gastric 
and duodenal ulcer, spastic and _ irritable 
colon, ileitis, esophageal spasm, intestinal 
colic and anxiety neuroses with vague gas- 
trointestinal complaints. Dose: | tablet three 
times daily with meals, and 2 at bedtime. 
Sup: Bottles of 50 tablets. 


Pathibamate, Lederle Laboratories, Division of 


American Cyanamid Co., Pearl River, New 
York. Yellow tablets, each containing 25 mg. 
Pathilon tridihexethyl iodide and 400 mg. 
meprobamate. Indicated for treatment of 
disorders of the g.i. tract along with the 
associated anxiety and tension. Dose: | 
tablet three times a day at mealtime, 2 
tablets at bedtime. Sup: Bottles of 100 and 
1000. 


Quinoplex, Gray Pharmaceutical Co., Inc., 


Newton 58, Massachusetts. Tablets, each 
containing the equivalent of 10 mg. sen- 
nosides A and B. Indicated for use as bowel 
tonic to correct constipation. Dose: | or 2 
tablets at bedtime. Sup: Bottles of 30. 


Senokap, The Purdue Frederick Company, New 


York, New York. Capsules containing senna 
pods and dioctyl sodium sulfosuccinate. In- 
dicated for treatment and correction of 
constipation, especially where straining must 
be avoided. Dose: | or 2 capsules before 
bedtime, or as directed by physician. Sup: 
Bottles of 30 and 60. 


Signemycin V, Pfizer Laboratories, Division of 


Chas. Pfizer & Co., Inc., Brooklyn, New York. 
(New name for multi-spectrum Sigmamycin.) 
Capsules, each containing 250 mg. Sigma- 
mycin (167 mg. tetracycline and 83 mg. 
oleandomycin), phosphate buffered. Indi- 
cated for treatment of wide range of 
microbial infections, with buffering agent 
affording higher, faster antibiotic blood 
levels following oral administration. Dose: As 
directed by physician. Sup: Bottles of 16 
and 100. 
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In 50,000 asymptomatic cases in 
which proctosigmoidoscopy was 
accomplished, Portes and Majar- 
akis report that polyps were 
found in 3,952 cases of whith 328 
were malignant. 19 cases of rectal 
cancer were also found. They state: 











In order that premalignant polyps may be discov- 
ered early, proctosigmoidoscopy should be an essen- 
tial step in every general physical examination. 


1. Portes, C. & Majarakis, J.D.: 
J.A.M.A. 166:411 (Feb. 9) 1957 


All the instruments required for complete rectal 
examination are included in this Welch Allyn No. 
318 set. The sigmoidoscope and proctoscopes are 
of advanced design, brilliantly illuminated, free 
from specular reflection, durable and trouble-free. 
The anoscope is self-illuminated; biopsy forceps are 
the new “full grip” type. Ask your surgical supply 
dealer to show you this excellent set. 
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LETTERS 
TO 
THE EDITOR 





Are there any new developments in 


the Peutz-Jeghers Syndrome? I would 
appreciate any special information you 
may have. 
Thank you. 
R.L., Connecticut 


Dear R.L.: 

The Peutz-Jeghers Syndrome, as yuu 
know, is a rare disease in which muco- 
cutaneous melanin pigmentation is asso- 
ciated with intestinal polyposis. 

There is a familial incidence for this 
disease. 

The melanin pigmentation is found 
especially around the orifices of the 
face, most especially the lips and buccal 
mucosa. Pigmentation on the fingers 
and toes is seen with lesser frequency. 

The pigment is often observed shortly 
alter birth. It is brownish black, brown, 
blue or grey, and of variable configura- 
tion. 

The majority of the polyps are in the 
small intestine, and are benign ade- 
nomatous tumors. Malignant degenera- 
tion has been reported. 

The total world literature contains 75 
cases. 

Polyps in the colon and rectum (and 
stomach) are not as frequently observed 
as smali bowel polyps. It may be that 
these polyps are hamartomas—develop- 
mental abnormalities rather than neo- 
plasms. 

The major clinical symptoms are gas- 
trcintestinal bleeding and evidences of 
intussusception. —The Editor 


THE AMERICAN JOURNAL OF PROCTOLOGY 











Tre anorectal tract can be perforated 
by foreign bodies swallowed or intro- 
duced through the anus and also by ex- 
ternal violence; war missiles, weapons. 
bone fragments, kicks, and in our coun- 
try, by bull horn injuries. 

The swallowed foreign bodies may 
be of different types and with different 
purposes: accident, suicide, medicinal. 
etc. We find as really harmful for the 
anorectal region, tags, nails, pins, etc.: 
also medicines which may produce con- 
cretions, as barium. bismuth, kaolin, ete. 

The second most important group of 
foreign bodies which may produce 
trauma of the anorectal region are those 
introduced through the anus, They may 
vary from compressed air or fluid, to an 
enormous list of solid bodies which can 
be introduced through the anus by acci- 
dent, as a suicide weapon, as a criminal 
joke, to conceal valuable properties. and 
in medical practice as a result of wrong 
instrumentation or enema type medica- 
tion. In the group of external violence, 
where a lesion of the anorectal tract is 
produced from outside its lumen, we 
have in the first place war missiles, such 
as gun-shot wounds, etc., which may 
perforate the bowel as well as other 
structures of the abdominal cavity. Also 
in this group we have the direct trauma 
produced by different weapons at the 
perineal region. The bone fragments in 
a pelvic fracture can produce it. But. 
I want to emphasize a peculiar source of 
external violence which may produce 
anorectal injuries, and that is the bull 
horn injuries, lesions which are often 


Figure 1. With the bullfighter fallen, it is pos- 
sible to receive an injury of the anorectal tract 
or perineal region, as in this photograph. 
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found in the bullfight. (Table 1) 

The damage to the bowel may vary 
from a pinpoint perforation of its wall, 
to complete destruction of that part of 
the bowel and its blood supply: per- 
forations may occur in the peritoneal 
cavity or at the extraperitoneal portion 
of it. 
jury is pain directly proportional to the 


The main symptom of such in- 


size of the perforation, and in the free 
abdominal perforations, the associated 
symptoms of shock and peritonitis. 
Diagnosis can usually be established 
by an examination of the rectum. Digi- 
tal examination should reveal the per- 
if it is within reach of the 
finger; the presence of blood is strong 
If digital examination is 


foration 


evidence. 
negative and no blood is found, but the 
symptoms still suggest perforation, a 
proctoscopic should be 
made, which will show any perforation 
present, up to the level the instrument 


examination 


can be passed. No air, no enema of 


water or barium or other substance 





Table 1—Anorectal Trauma 
(Tacks, nails, 
ipins, etc. 
| Medicinal 
| concretions 

a) Swallowed 4 Compressed 
| air 
| Compressed 
fluids 
|Solid bodies 


{Accident 
suicide 
b) Introduced | joke 
through _—} instrument 
the anus _—_| concealment 
| self- 
[treatment 


| 
| 
|. Foreign bodies ! 
| 
| 
| 


{War projectiles 
|wee pons 

2. External violence | bone fragments 
| kicks 
|bullhorn injuries 
| (fighting bulls) 





Figure 2. (Below) Another injury with the bull- 
fighter fallen. 


Figure 3. (Right) The bullfighter is injured as he 
runs to the fence. This’ is the typical position 
for an injury of the anorectal tract. 
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should be administered as long as there 
is any doubt of the presence of a bowel 
perforation. The intraperitoneal per- 
foration can be diagnosed very often 
through a scout film or plain roentgeno- 
gram of the abdomen, with the patient 
in the upright position to reveal air in 
the peritoneal cavity just under the 
diaphragm, (Pneumoperitoneum). 

The wounds produced by a fighting 
bull’s horn have some peculiarities which 
must be known to treat them properly. 
In the first place, it must be treated as a 
septic wound, and the risk of infection 
may be both from anaerobic and pyo- 
genic bacteria. In the first group, tetanus 
infection and gas gangrene are funda- 
mental, as a result of the presence very 
often of tetanus bacillus (clostridium 
tetany) on the tip of the bullhorn, and 
the growth of other clostridium in a 
deep lacerated wound whose external 
orifice is very small and with deep and 
multiple internal lesions. 


The septic problem becomes worse 
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Table 2—Bullhorn Trauma 
1. Severe hemorrhage and shock 


(Traumatic 
(2) Anaerobic {tetanus 
infection |Gas gangrene 
2. Septic wound 4 
: |b) Pyogenic 
infection 


(2) Open wound with small 
superficial hole 

b) Deep lesions 

c) Multiple internal 
wound 

(* Tissue contusion around 
the wound 


3. Lacerated wound 








with the presence of cloth fragments, 
lacerated tissues, sand and blood. Fin- 
ally, to make the trauma more severe, 
these wounds have the peculiarity of a 
deep zone of cell contusion around the 
wound, tissues that will die later and 
slough through the wound, impairing 
the healing of the wound when it is 
(Table 2) 


sutured. 


—. 
we oer — 
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The final, but not less important fact, 
is the presence of severe hemorrhage 
due to internal destruction of tissues and 
blood vessels, with concomitant shock. 
As can be easily understood, the bull- 
horn trauma demands immediaie emerg- 
ency treatment with all the surgical 
equipment necessary for a major opera- 
tion, general anesthesia and blood trans- 
fusions. In the bull ring, close to the 
arena, there are complete surgical units, 
including a blood bank and a large sur- 
gical team which is experienced in such 
treatment. 

The most common anatomical place 
for a bullhorn wound of a bull-fighter 
is the inner side of the thigh, where 
very often the large saphenous vein or 
collateral branches and sometimes the 


Figure 4. With the 
bullfighter in the air, 
injured as he drops 
to the sand, another 
of the mechanics in 
perineal and ano- 
recta! injuries is seen. 


femoral vein and even the artery are 
damaged. 

In the second place, we find perineal 
injuries which are produced when the 
bull-fighter makes a turn in front of the 
bull, or the animal turns all around him. 
(Fig. 1) Also, when the fighter has 
fallen to the sand. (Fig. 2) But the most 
common occasions when these type of 
lesions are produced, are when the bull 
runs after the bull-fighter and catches 
him before he can jump the fence which 
surrounds the arena. This injury hap- 
pens more frequently to the bull- 
fighter and his assistants when they run 
away from the bull after placing in its 
back a pair of short barbed darts named 
“banderillas.” (Figs. 3-4) 

The treatment of the bullhorn wound 
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Figure 5. (Above) First 
aid treatment. Cleansing 
of the wound, (operat- 
ing room at the bull- 
ring). In this case the 
terminal portion of the 
rectum was injured, 


Figure 6. (Right) Local 
view of the same patient 
two weeks after opera- 
tion. We-can see the 
open wound at the left 
side of the anus, almost 
healed. In this case the 
trauma involved the last 
four inches of the anal 
canal. 
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demands quick and effective therapy; 
as soon as the fighter is wounded, he is 
removed to the surgical unit by his as- 
sistants and receives immediate medical 
attention, sometimes in the very arena, 
especially to control bleeding. This is 
done with a tourniquet or by direct pres- 
sure on the wounded area. His clothing 
is removed with scissors. On the operat- 
ing table, under general anesthesia, a 
thorough cleansing of the wound is 
made, (Fig. 5) to remove all foreign 
bodies; surgical hemostasis is _per- 
formed, and to inspect the internal 
wound a large skin incision is made to 
facilitate a complete view of the injury 
and to remove all the bits of clothing 
and damaged tissues and to ligate the 
bleeding vessels. Thorough cleansing 
with saline or Dakin solutions and fin- 
ally surgical removal of lacerated tis- 
sues is performed, to leave as clean and 
healthy an open wound as possible. 
(Fig. 6) 

5,000 units of tetanus antitoxin are 
applied parenterally. . These are the 
generalities of the treatment of bullhorn 
wounds, but the local anorectal prob- 
lems are solved according to the case; 
if there is intraperitoneal perforation, it 
is necessary to perform a laparotomy 
and treat the lesion; if the perforation is 
small, it canbe sutured; if there is a 


complete destruction of a segment of 
the bowel and its blood supply, it will be 
necessary to perform a partial resec- 
tion followed by termino-terminal (end 
to end) anastomosis. In such cases, 
sometimes it is necessary to perform 
colostomy to divert the fecal stream 
from the injured bowel. 

When the rupture of the anorectal 
tract is below the peritoneal reflection, 
after the complete cleansing of the 
wound, if the bowel lesion is small, it 
can be primarily sutured and a colos- 
tomy is not necessary. But in severely 
damaged cases, it is better to perform a 
colostomy and leave the wound com- 
pletely open, draining the _perirectal 
spaces with rubber tubes, Sometimes, to 
make better drainage it is necessary to 
remove the coccyx so as to enter the 
perirectal space along the hollow of the 
sacrum to the point where the anorec- 
tal tract has been injured; this technique 
is useful in posterior lesions. The anal 
sphincter should not be divided for the 
purpose of facilitating the passage of 
feces through the anus; for that pur- 
pose it is better to perform a colostomy, 
which can be closed three to six weeks 
after the rectal wound is healed. 

Antibiotics are used liberally as well 
as blood transfusions and repair solu- 
tions. 


Summary 


Anorectal trauma is produced 
by: swallowed foreign bodies or by 
those introduced through the anus; 
also by external violence. In this 
group we have the unique ano- 
rectal injuries of bullfighters by. 
bullhorn trauma. 

The bullhorn wound has* three 


important and peculiar aspects: it 
must be treated as a septic wound, 
both anaerobic and pyogenic in- 
fections are common. It is a deeply 
lacerated wound with a small super- 
ficial hole and multiple internal 
lesions. Finally, it is followed by 
severe hemorrhage and shock. 
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The general measures of treat- 
ment includes: thorough cleansing 
of the wound, removal of foreign 
bodies, large skin incision to make 
the wound an open one, removal of 


damaged tissues. Tetanus antitoxin 
5,000 Units, antibiotics, blood 
transfusions and fluids are the most 
common drugs employed. 

Allende #2 Coyoacan 





TENTH ANNUAL TEACHING SEMINAR 


International Academy of Proctology 


Request for Reservations 


TOURS S.A. 
Official Travel Representative 


Tenth Teaching Seminar, International Academy of Proctology 


ALLENDE #2, Coyoacan, Mexico 21, D.F. 


Gentlemen: 


Please make the following reservations in connection with the Tenth Teaching Seminar of 
the International Academy of Proctology, to be held in Mexico City April 9 to 17, 1958. 














NAME ADDRESS—— CITY STATE ——— 
NAME ADDRESS— CITY STATE ——— 
1. MEXICO CITY. Hotel Del Prado. 6 2. 1 Extension tour of ACAPULCO. 


Days, 5 nights. April 9-13 inclusive. 


Single room [J 
Double room [J 


3. 1 Extension tour to ACAPULCO. 
Through CUERNAVACA, TAXCO, 
Westbound by car. Back to Mexico 
City by plane. 4 days, 2 nights, with 
meals. One night at Hotel Borda, 
Taxco. Two nights at Hotel Club de 
Pesca, Acapulco. Aeronaves de México. 


5. LJ We would like also Plane Reserva- 
tions FIRST CLASS ...... or TOUR- 
EST GLASS: ssc. AVON cae 
to MEXICO CITY on date ........... 


P.S. Please check the items in which 
you are interested. We will send copies 
of the brochure to your friends if you 
will send us their names. 
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Round trip by plane. 4 days, 3 nights, 
with meals. April 14-16 inclusive. Ho- 
tel Club de Pesca. Aeronaves de 
Mexico. 


4. [] Extension tour to GUANAJUATO, 
SN. MIGUEL ALLENDE, QUERE- 
TARO. By car. 4 days, 3 nights, with 
meals. April 14-16 inclusive. One 
night. Hotel Posada Sn. Francisco. S. 
M. ALLENDE. Two nights. Hotel 
Orozco. GUANAJUATO. 


(1 We would like to have the color 

brochure explaining in detail all the 

places that we are going to visit dur- 

ing our trip, including total cost. 
Yours very truly. 





Name 


Address 





City State 
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Management 
of Pain 


with Hemorrhoidectomy 


i. is as old as mankind, and per- 
haps even older. There is reason to 
believe that it is inherent to any life 
linked with consciousness. Pain, with- 
out a doubt, has been one of the great- 
est factors which has affected the course 
of human events, for there has been 
scarcely any man, great or small, who 
has escaped its throes. Its management 
has always taxed the diagnostic acumen 
and therapeutic skill of physicians. 

In virtually no other medical or sur- 
gical specialty does the physician have 
to deal with as much anticipated pain 
and discomfort, both real and emotional, 
as does the proctologist. Throughout 
the history of hemorrhoidal surgery 
there has been the everpresent terror 
of post-operative pain, looming large in 
the mind of the patient, and an ever 
present challenge for the surgeon. Not- 
withstanding the surgical insult to a 
very sensitive part of the body, the sur- 
geon must overcome the psychic bar- 
riers implanted by tales of post-surgical 
agony, torture and torment, aptly mag- 
nified and dramatized by many patients, 
themselves. 


To adequately appraise the manage- 
ment of post-hemorrhoidectomy pain, it 
is imperative to review, briefly, our con- 
cept of pain, the anatomy of the ano- 
rectal area, and factors producing pain. 

Pain is defined as a conscious state 
in which there is a more or less high 
afiective tone of unpleasantness, which 
increases to distress when it becomes 
more severe, accompanied by reactions 
that tend to remove or evade the cause 
the provokes it. Physical pain is pro- 
duced by alterations in the structural or 
functional normality of the organism. 
Sensitiveness to pain is greatly devel- 
oped in the skin, and also exists in other 
tissues, but in some tissues there are no 
receptors for pain, and they can be 
damaged, or even destroyed without giv- 
ing rise to it. This relationship is fa- 
miliar to proctologists in dealing with 
pain reception in anal skin as compared 
to the rectal mucosa. 

Pain may be classified as shown in 
the table opposite. 

Pain of peripheral origin denotes 
pain which is initiated by organic dis- 
turbances of the pain receptive mechan- 
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Factors Which Influence 
Post Operative Pain 


HERMAN MILLER, M.D. 
Philadelphia, Pennsylvania 


ism. Pain of central origin designates 
pain which is initiated by dysfunction 
of parts of the central nervous system. 
Psychogenic pain is a term restricted 
to a group spoken of by the sufferers 
as pain, of which it may be said that 
no satisfactory organic etiology can ke 
found. 

Deep pain, somatic and visceral, are 
poorly localized, are diffuse, dull and 
aching in quality. Visceral pain is often 
referred to other parts of the body. 

Sherrington pointed out that the 
property common to the various stimuli 
adequate to excite pain endings is that 
such stimuli threaten damage to the 
tissues. 

Itching is a disagreeable sensation 
that induces scratching of the part 
where it is felt. It is originated exclu- 
sively in the epidermis. It is less well 
localized than touch and pain, it has a 
tendency to irradiate, and to persist 
after the originating stimulus has ceased 
to act, and its degrees of intensity are 
not well differentiated. Itching is asso- 
ciated with the sensation of pain. 

Itching is apparently due to the liber- 
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ation of a substance similar to histamine 
(H substance). Lewis maintains that 
the chemical agent responsible for itch 
(H factor) differs from that of pain 
(P factor). Pain and itch can be sepa- 
rated from each other when they exist 
simultaneously by immersion of the skin 
in water at 40 to 41°c. Itching promptly 
cases, but pain is intensified. 

Afierent somatic pain fibers enter the 
spinal cord via the posterior roots, the 
posterior horn of the cord, and after 
ascending 2-3 segments, crosses the cord 
to the contralateral spino-thalamic tract, 
and ascends to the thalamus, thence 
to the cerebral cortex. Visceral pain 
stimuli are carried to the central nerv- 
ous system via the sympathetic, para- 
sympathetic and somatic rerve path- 
ways. (Fig. 1) 

An understanding of the sphincter 





Classification of Pain 


1. PAIN OF PERIPHERAL ORIGIN 


A. Superficial pain 

|. Superficial (cutaneous) pain 

2. Sensations associated with 
cutaneous pain 
a. Tenderness 
b. Hyperalgesia 
c. Paresthesia 
d. Analgesia . 
e. Itching, tickling and tingling 


B. Deep Pain 
1. Somatic pain 
2. Visceral pain 
C. Referred Pain 


ll. PAIN OF CENTRAL ORIGIN 
(Central Pain) 


lil. PSYCHOGENIC PAIN 
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Pleura 





Fig. |. Schematic diagzam showing structures 
concerned with conduction of pain. 


Pubis 


Triangular ligament 


( Subcu- 


External J af 


° Super- 
sphincter } ficial 


Deep 


Pubo- 
coccygeus 


Fig. 2. 
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and neuroanatomy of the anorectum is 
most necessary in the surgical manage- 
ment of hemorrhoidectomy pain. The 
sphincter muscles are made up of the 
external, internal and _ levator ani 
muscles. 

The external sphincter is made up of 
3 separate muscles, the subcutaneous, 
the superficial and the deep external 
The internal muscle is the 
thickened terminal portion of the cir- 
cular muscle of the rectal wall. The 
levator ani muscle is a sling like dia- 
phragm which also contributes to the 
support of the abdominal viscera, is 


made up of the 


muscles. 


pubo-rectalis, the 
pubo-coccygeus, and the iliococcygeus 
muscles. The external group is primarily 
voluntary, whereas the internal and 
levator ani are primarily involuntary. 
(Fig. 2 and 3) 

The nerve supply of the external 
sphincter is by way of the inferior 
hemorrhoidal nerve, a branch of the 


Ischio-cavernosus 


Bulbo-cavernosus 


Transversus perinei 


llio-coccygeus 


Great sacro-sciatic 
ligament 


Muscles of the male perineum (Peter Thompson) 











Urethra 


Pubo-coccygeus 


Ilio-coccygeus 


Coccygeus 





~ Vagina 
/ Anus 


Pubo-rectalis 


am. Ano-coccygeal 
j raphe 


Fig. 3. The levator ani in the female, from below and 
behind (Peter Thompson). 


internal pudendal nerve, and the peri- 
neal branch of the 4th sacral. The nerve 
supply of the levator ani muscle is de- 
rived from the 4th sacral nerve, anterior 
branch, and from the inferior hemor- 
rhoidal nerves. The nerve supply of the 
internal sphincter is the autonomic 
system. (Fig. 4) 


The perianal skin is richly supplied 
with sensory nerves, arising primarily 
from the sacral nerves, and the first 
coccygeal segment. These nerves, as 
we've seen, also supply the levator ani, 
and external sphincter muscles. For 
these reasons, since the perianal skin 
is markedly sensitive, irritation and sur- 
gical procedures are often attended by 





Sphincter Muscles—Anorectal 


I. EXTERNAL SPHINCTERS 
a. Subcutaneous external 
b. Superficial external 
c. Deep external 


ll. INTERNAL SPHINCTER 


(ll. LEVATOR ANI MUSCLE 
a. Pubo-rectalis 
b. Pubo-coccygeus 
c. llio-coccygeus 
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much discomfort, and associated sphinc- 
terspasm, an important cause of anal 
pain. Also, because of the nerve asso- 
ciation of the genito-urinary organs to 
the anal nerve supply, reflex disturb- 
ances of the bladder, prostate, urethra, 
uterus, and vagina are often encoun- 


tered. (Fig. 5) 


The innervation of the rectum is by 
way of the autonomic system. The sym- 
pathetic function is supplied by way 
of the inferior mesenteric plexus, and 
the lumbar sympathetic ganglia, cours- 
ing to the rectum along the major blood 
vessels. The parasympathetic innerva- 
tion is by way of the pelvic nerve, de- 
rived from the 2nd, 3rd, and 4th sacral 
segments. (Fig. 6) 


Factors which influence postoperative 
pain are (1) the psychologic makeup of 
the patient and his threshold for re- 
action to pain, (2) the site and nature 
of the operation, and (3) the amount 
of surgical trauma. 

The importance of patient reaction 
to pain is born out by the observations 
that roughly 14 of patients do not com- 
plain of pain, about 14 complain of 
mild pain, and the rest complain se- 
verely. The fact that placebos help 
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Fig. 4. (left) 


Fig. 5. (below) Nerves 
of the male perineum 
viewed from below 
(Spalteholz). 
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Fig. 6. Diagram showing 
innervation of the rectum. 


Para- 
Sympathetic 
Supply $o / 
Motor ” 
to wall $3 7 
of Rectum 


InhubitoryS$7 


to Internal 
Sphincter 


some patients, and that others don’t 
complain, even though they are aware 
of some discomfort, indicates a process 
of mental conditioning in some whereby 
they ignore it. Infants, chiaren and eld- 
erly persons generally respond less to 
postoperative pain. The age, therefore. 
plus physical and emotional conditions 
of the patient are important influences 
on postoperative pain. 

As for operative site, it is well ac- 
cepted that the degree of postoperative 
pain following abdominal and thoracic 
operations heads the list, with the pain 
of anorectal surgery a close second. 

The third factor is surgical manage- 
ment which includes preoperative, as 
well as operative and postoperative 
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management. The preoperative psycho- 
logical preparation, skill of surgeon and 
anesthetist, surgical trauma, and _ post- 
operative treatment are most important. 

Appropos of these factors, I wish to 
quote the following: 

Clardy, in 1947, wrote, “in recalling 
my own experiences and those of others 
in doing hemorrhoidectomies, I de- 
cided that this particular field has re- 
ceived less consideration, especially by 
the general surgeon, than any other part 
of the body. In fact, it has been abused 
in countless instances. To enumerate, 
and at the same time, to condemn some 
of the methods of abuse, I shall name 
1. avulsion of the anal sphincter with 
the fingers and instruments, 2. clamp- 


365 











Factors Which Influence Postoperative Pain 


1. PATIENT 


a. Age, sex and physical condition 


b. Pain threshold 


c. Emotional stability 


d. Preoperative psychological preparation 


. SITE AND NATURE OF OPERATION 


a. Abdominal and thoracic—most severe 


b. Anorectal 


c. Richly innervated skin area 


Ill. SURGICAL MANAGEMENT 


a. Preoperative preparation of patient 


b. Operative technique 
1. Good anesthesia 
2. Meticulous surgery 


c. Postoperative management 





ing large masses of tissue with large, 
rough clamps, 3. burning or cauterizing, 
with hot irons “(this does not include 
the intelligent use of a thermal knife 
which cuts, and doesn’t burn or cauter- 
ize)” and 4. unnecessary suturing and 
tying with all sorts of suture material 
from catgut to umbilical tape. All of 
these things traumatize very delicate 
and sensitive tissues. Any of these, plus 
the removal of great areas of mucus 
membrane and skin, predisposes pa- 
tients to a painful convalescence, pro- 
longed stay in the hospital, as well as 
a small calibre of his anal canal for the 
remainder of his life.” 

The management of hemorrhoidec- 
tomy pain may be divided into 2 phases 
—prophylaxis and treatment. In the 
prophylactic phase, the proper psycho- 
logical sedation is necessary to ease the 
fears of anticipated surgery. The usual 
anxieties and tales from so-called well- 
meaning friends will influence the ex- 


tent of postoperative pain. The sur- 
geon and anesthesiologist can allay these 
fears by neutralizing the many sordid 
accounts of surgery, and to convey to 
the patient that modern medical science 
can do much to minimize postoperative 
pain. 

Proper and adequate preoperative 
medication the night before, and prior 
to surgery will help considerably to 
place the patient at satisfactory mental 
and physical rest and relaxation. 

Surgical technique is so very im- 
portant a factor, for postoperative pain 
increases immeasurably with the extent 
of tissue trauma. Fine cutting, the avoid- 
ance of excessive skin excision, avoid- 
ance of mass ligatures and excessive 
retraction and anal dilatation are very 
necessary in the prophylaxis of pain, 
and complications. 

An understanding of the many com- 
plications which follow hemorrhoidec- 
tomy surgery aids in the evaluation of 
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postoperative pain and its management. 
These may be briefly listed as follows, 
for an intensive breakdown of these 
points requires extensive discussion in 
itself. 

The complications which may cause 
post-hemorrhoidectomy pain are: 


I. EDEMA 

a. Rough handling of tissues 

b. Excessive heat — with use of 
thermal cutting instruments 

c. Excessive suturing 

d. Suture reaction — chromic cat- 
gut, etc. 

e. Thrombosed skin tags 

f. Ligature of large masses of tis- 
sue (skin) 


. INFECTION 
a. Activation of pre-existing infec- 
tion 
b. Contaminated field 
c. Crypts 
I. pre-existent 
2. secondary to surgery 
d. Abscess 
|. Arising in deep crypt 
2. Overlapping of sutured tissue 
edges 
3. Improper preparation of 
drainage 
4. Packing of anal canal 
e. Improper post-operative hygiene 
f. Excessive suturing 


Ill. FISSURE 


IV. SPHINCTERSPASM 

a. Excessive suturing 

b. Narrowing of anal canal and 
orifice 

c. Excessive denudation of skin 

d. Severe sphincter muscle retrac- 
tion and divulsion of anal sphinc- 
ters 

e. Emotional distress 


Vv. FECAL IMPACTION, AND DIARRHEA 


Vi. ACCUMULATION OF BLOOD IN THE 
RECTUM 
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Vil. DERMATITIS MEDICAMENTOSA 
a. Analgesic "caine" preparations 
b. Antihistamine applications 
c. Local applications of antibiotics 
d. Antibiotics orally. 


Vill. DRESSINGS 
a. Anal canal packs 
* b. Prolonged use of tight dressings 


IX. PSYCHIC UNREST 


Bearing in mind our concept of pain, 
anorectal sphincter and neuro anatomy, 
the factors influencing pain. and the 
complications which may cause it, the 
techniques used in the management of 
pain are more readily defined. 

The management of pain itself may 
be divided into four categories:— 


I. PSYCHOTHERAPY 


a. Treat the patient as an entity, not 
the pathology or the operative site, 
alone. 

b. Patience and patient understand- 
ing—obtain patient cooperation by ex- 
plaining what's being done, and why. 

c. Analgesic drugs—to induce com- 
fort and patient cooperation. 

d. Patient participation in postopera- 
tive care—to keep him busy, and to give 
him a "stake" in his recovery. 

e. Nursing care, and nursing sympa- 
thy—the cooperative and cheerful atti- 
tude of the nurses will aid immeasurably 
to promote patient tolerance, and cheer. 


ll. PAIN THERAPY 


a. Oil-soluble anesthetics — given at 
time of surgery, before first incision is 
made. Properly given, these agents are 
safe and effective. 

b. Analgesics 

1. Adequate amount—to provide 
relief without excessive narcosis. 

2. Give when needed, and not to 
exceed need. These should not be given 
indiscriminately because ordered as 
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such. The patient's need and frequency 
can determine its use. 

3. When possible avoid the consti- 
pating narcotics, codeine, etc. Perco- 
barb capsule (R) is an effective prepara- 
tion, with negligible constipating effects. 

c. Removal of tight dressings and 
anal packs, if used, within 8-12 hours 
after surgery. 

d. Tranquilizers — started preopera- 
tively and continued postoperatively 
have proven to be very effective. Thora- 
zine also potentiates the effects of nar- 
cotics and barbiturates which may be 
used. 

e. Heat—in the form of sitz baths, 
etc., started about ‘12 hours postopera- 
tively are welcomed by all patients. The 
temperature of the water should be 
pleasantly luke-warm, not hot. 

f. Early care of bowel elimination. 

1. An oil enema 24 hours after sur- 
gery will help to remove rectal accumu- 
lations of blood and feces which can 
be causes of much discomfort, and pos- 
sibly infection. 

2. Laxation—started on the opera- 
tive day. Mineral oil, orally, creates 
seepage, and pruritis. | prefer use of 

a. Bulk producers 

b. Senokot 


c. Colace, etc. 
either singly or in varying combinations. 
3. Diarrhea is to be avoided, for it 
is a prime source of postoperative dis- 
comfort. 

g. Repository curare — given pre- 
operatively and daily for 3-4 days post- 
operatively is very helpful to provide for 
sphincter relaxation, and thus minimize 
pain. Tubadil (R) is a very effective 
preparation. 

h. Avoid abuse of local medicated 
applications — too often the "caine" 
preparations and antibiotics, particular- 
ly neomycin, cause local sensitization, 
and discomfort in the form of pruritis, 
burning, and outright pain. 

i. Avoid prolonged urine retention— 
use of the catheter, intelligently, after 
voluntary and drug efforts fail, will help 
keep the patient happy. 


lil. TREAT COMPLICATIONS—as early 
as they can be detected. 


IV. EARLY AMBULATION—+the less a 
patient is bed confined, the more he can 
occupy himself, and care for himself, 
the less apt is he to feel sick and help- 
less. Besides, ambulation minimizes vas- 
cular complications. 


Conclusion 


We find that the problem of 
post-hemorrhoidectomy pain is an 
ever constant one, and frequent re- 
views, exchange of methods of 
management, combinations, and 
improvements of accepted methods 
are among our prime concern. We 
must be ever alert to provide com- 
fort for our patients such that 
needed hemorrhoidal surgery will 
be more readily accepted, and that 
proctologists may lead the surgical 
field in providing more comfort- 


able, satisfactory, and greater pa- 
tient acceptance of anorectal sur- 
gery. 

All physicians must concern 
themselves with the problem of 
pain, for pain is the day by day 
business of every doctor. We must 
manage pain as best we can, for 
even if in a crude and empirical 
manner we can alleviate some 
patients of their suffering, our ef- 
forts will be worthwhile. The 
proper management of pain, re- 
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mains after all, the most import- 
ant obligation, the main objective, 
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Young Adults as Well as Old 
Need Proctosigmoidoscopies 

Proctosigmoidoscopy should be included as part of the 
routine physical examination of young adults as well as 
those above 35 or 40, according to three U. S. Air Force 
physicians who examined 500 subjects at the 3700th USAF 
Hospital, San Antonio, Tex. The 500 males ranged in age 
from 17 to 25. They were completely asymptomatic. 

The investigators discovered that eight subjects had rectal 
polyps, and two had multiple polyps. Although all the polyps 
were benign, the physicians agree with others that “the benign 
adenomatous polyp of the rectum and rectosigmoid is a pre- 
cancerous lesion.” They “urge strongly that proctosigmoid- 
oscopy be included in the complete physical examination of all 
patients.” 
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Abdominal 
Migraine 


LESTER S. BLUMENTHAL, M.D. 
MARVIN FUCHS, M.D.* 
Washington 15, District of Columbia 


Miieraine is more than just a head- 
ache. Every physician is well aware of 
the fact that many symptoms unrelated 
to the head occur preceding, during or 
after a migraine attack, and indeed 
sensory phenomena, both cerebral and 
Many mi- 
grainous patients tell us that, as chil- 
dren, they were colicky babies and later 
on in childhood had recurrent attacks 
of abdominal upset and vomiting with- 
out any trace of headache. The litera- 
ture is full of debate over whether ab- 
dominal crises can occur as migraine 
equivalents or whether they are actu- 


ally abdominal 
1, 2, 3, 4, 5, 6 


visceral are paramount. 


epileptic equivalents 
. Much weight is placed upon 
the occasional finding of abnormal elec- 
troencepholographic patterns during 
these spells and thus inferring that the 
abdominal episodes are epileptic equiva- 
lents. In spite of this, electroencepholo- 
graphic tracings taken on these same 


patients after they are over the attacks 
often are entirely normal. 

The purpose of this presentation to- 
day is to bring attention to the many pa- 
tients with recurrent abdominal crises 
Only too many 
of these cases have sustained repeated 
abdominal laparotomies because the at- 
tacks do true abdominal 
emergencies. 
we might be, there will be cases in 
which a definite diagnosis cannot be 
made and the best decision under the 
circumstances will be to perform an 
Nevertheless, 


on a functional basis. 


resemble 
No matter how careful 


abdominal exploration. 
if we bear this condition in mind, we 
will be able to recognize more and more 
of these cases of abdominal seizures and 
thus prevent repeated surgery and pro- 
duction of surgical cripples. 

The abdomen is such a_ sounding 
board of symptoms that these abdominal 
crises can take many forms, from flatu- 
lence, indigestion, biliary disturbance 
to frank intestinal obstruction. Nowa- 
days, it is unusual to rush in on an 
abdominal emergency and operate im- 
mediately. The patient is studied thor- 
oughly for at least several hours. While 
we are waiting for the reports of x-rays 
and blood tests, let us take just a little 
time to spend with the patient and take 
a detailed history. If we do, we often 
will find that we really get to know the 
patient, and not just his abdomen. The 
history will often reveal repeated vague 
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illnesses, family history of headache or 
biliousness, or other unusual symptoms 
that should be a tip-off that possibly this 
crisis too could be of a functional origin. 
In this pre-operative stage, we often try 
to bring relief with full doses of anti- 
spasmodics. If our history is at all 
suspicious, or if the objective findings 
just don’t add up to an acute abdominal 
process, we have nothing to lose by 
observing that patient for several hours, 
seeing the effect of bed rest, antispas- 
modics, and a trial of adequate ergot 
therapy. Gynergen (Ergotamine tar- 
trate) is practically a specific for the 
migraine syndrome. If we obtain re- 
lief by its use, we can be quite certain 
that we are dealing with migraine. 

The following case histories will illus- 
trate the above-mentioned facts. In- 
cluded is a patient with a typical gall 
bladder history, who has responded to 
medical migraine therapy, and a patient 
with abdominal crisis, taking the form 
of small bowel obstruction. One of 
these patients is already a surgical 
cripple, having had repeated abdominal 
attacks in the past, whereas the other 
one has had her disease recognized 
early enough to prevent unnecessary 
surgery. 

Case No. 1 Is that of a 35-year-old 
white female, who was first seen on 
October 17, 1953, with the chief com- 
plaint of progressive abdominal dis- 
tress for several months. She com- 
plained that her stomach “blew up and 
felt swollen” after eating even the 
smallest meal. In addition to this, she 
had a burning feeling in her epigas- 
trium and often noticed a full expand- 
ing type of pain in the right upper 
quardant associated with pain in the 
right scapular area. The patient had 
been quite observant about her difficul- 
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ties and had attempted to follow a low- 
fat bland diet, but found that her symp- 
toms might recur following any size- 
able meal whether it contained fat or 
not. Past history was quite significant 
in view of the fact that she had had re- 
current attacks of what she called “bili- 
ous headaches” for many years. These 
would occur in relation to her menstrua- 
tion or at other times during the month 
when she would become overfatigued. 
They would be unilateral, throbbing 
headache associated with photophobia, 
blurred vision, extreme weakness, ex- 
haustion, nausea and vomiting. Rou- 
tine analgesia and sedation failed to 
alleviate these attacks, and the only 
thing she could do would be to sleep 
them off. 

Family history was essentially nor- 
mal. The patient was the mother of 
two children, aged 16 and 8. There had 
been no other pregnancies. 

Physical 
moderately obese, pleasant white female 
in no apparent distress. Blood pressure, 
110/70; pulse, 70; temperature, 97.8; 
height, 62 inches; weight, 13814 lbs. 
The only objective finding was a retro- 
verted moderately enlarged fibroid 
uterus. Examination of the vaginal 
and cervical smears revealed adequate 
estrogen activity, and no evidence of 
cancer or other atypical cells. 

Laboratory studies: 

Urinalysis: Sp. gravity, 1,021; re- 

action, acid; albumin, negative; 
Micro Neg., 


examinations revealed a 


sugar, negative; 
negative. 

Blood count: Hemoglobin, 12.2; ery- 
throcytes, 4,519,000; leucocytes, 
6000; lymphocytes, 33; mono- 
cytes, 1; neutrophiles, 62; eosin- 
ophiles, 2. 

Blood sugar, 102 mg.% 
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Flocculation, negative 
Sedimentation rate, 20 mm. hr. 

Stool for blood, negative. 

Proctoscopic examination to a depth 
of 20 cm. was entirely normal, as was 
fluroscopic examination of the entire 
gastrointestinal tract. 

X-ray examination of the chest re- 
veals the bony thorax, heart and great 
blood vessels to be normal, the trachea 
is in the midline. There is no evidence 
of pathology of the parenchyma. 

Examination of the gall bladder by 
the oral technique revealed it not to 
fill during any period of the examina- 
tion, a faint shadow was outlined but 
no definite statement could be made as 
to the function of the gall bladder, al- 
though within the definite shadow there 
were no shadows suggesting biliary 
calculi. Nevertheless a re-examination 
of the gall bladder was advised. 

Because of her symptons and the ap- 
parently mal-functioning gall bladder 
the patient was instructed to prevent 


constipation by the use of a combination 
of milk of magnesia and mineral oil 
daily, to take tincture of belladonna, 10 
drops in water, 30 minutes before meals 
and at bedtime, and to follow a low fat 
diet. Re-examination of the gall bladder 
on October 31, 1953, revealed it to fill 
well, the dye concentrated well, there 
were no shadows suggesting biliary cal- 
culi. After a fatty meal, the gall blad- 
der contracted well. This represented 
a normally functioning gall bladder 
without calculi. 

In spite of the fact that she had been 
on the above routine and that the gall 
bladder now appeared normal, she still 
complained of abdominal symptoms. 
After paying close attention for several 
months, she noticed that these same 
symptoms would occur during the time 
she would have a headache and also at 
times when her head was completely 
free of pain. For this reason, she was 
advised to take Cafergot tablets, two at 
the onset of a headache or of one of her 








ERGOT THERAPY FOR VASCULAR HEADACHES AND THE 
VASCULAR COMPONENT OF TENSION HEADACHE 
Suggested Order of Effectiveness 
METHOD OF INITIAL SUBSEQUENT 
cuceniene ADMINISTRATION DOSE DOSE 
(Administered by Physician) 
DHE-45 Intravenous Icc = mg. Not Needed 
Gynergen Intramuscular Yocc = .25 mg. Not Needed 
DHE-45 Subcutaneous i | cc. in one hour? 
(Administered by Patient) 
Cafergot PB Suppositories Rectal | Suppository | suppository in one 
hour seldom needed. 
Cafergot Suppositories Rectal | Suppository | suppository in one 
hour as needed. 
Cafergot PB Tablets Oral 2 Tablets 1 every half hour till 
relief or total of six. 
Cafergot Tablets Oral 2 Tablets | every half hour till 
relief or total of six. 
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abdominal spells, and to repeat one 
every half hour until a total of six tab- 
lets, or until relief. In addition to this. 
several lengthy and detailed discussions 
were had with the patient, in an effort 
to explain how she should follow a more 
moderate hygienic mode of life. It soon 
became apparent to her that her abdomi- 
nal complaints and her headaches oc- 
curred following periods of extreme fa- 
tigue, anxiety or emotional upset. She 
was advised to give herself rest periods 
during the day and to recognize that the 
symptoms of fatigue, nervousness or 
anxiety were but warnings of her head 
or abdominal attacks and that if she 
would pay attention to these warnings, 
she would not have the attacks. Follow- 
up consultations with the patient proved 
this to be the case. In addition to this, 
she reported that the Cafergot medica- 
tion, if taken early during the headache 
or abdominal attack, would relieve the 
symptoms completely within a period of 
several hours. She also found that if 
she delayed the use of the Cafergot for 
too long a period that the medication 
then would increase the nausea and 
actually cause vomiting before she 
would obtain relief. For this reason she 
was advised in the proper use of 
Cafergot PB suppositories, which have 
been found to work quite well in mi- 
graine and its equivalents, even though 
the patient might be nauseated.* (See 
chart for review of present ergot ther- 
apy). 

Case No. 2 A 55-year-old divorced 
white female, who was first seen on 


* Cafergot PB suppository (ergotamine with 
caffeine compound). Each suppository contains: 
pentobarbital sodium, 60 mg., fellafoline, 0.25 
mg., caffeine, 100 mg., ergotamine tartrate, 2 
mg. (Sandoz Pharmaceuticals). 
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January 16, 1948, with the chief com- 
plaint of migraine headache, which had 
been present since 1916. These had 
occurred at increasing frequency, par- 
ticularly at the time of menstruation un- 
til a hysterectomy was performed for 
fibroid uterus in 1933. There had been 
considerable relief of the headache after 
the hysterectomy for several years. How- 
ever, they soon began to increase in fre- 
quency and severity so in 1848 they 
were occurring every three or four 
days, and at times they had occurred 
daily. Ergotamine tartrate (Gynergen) 
had always given her relief when taken 
in doses of 0.25 cc. subcutaneously. As- 
sociated with the headache were photo- 
phobia, bright flashes of light, blurred 
vision, extreme nausea and vomiting. 

Past history also revealed surgical re- 
moval of the gall bladder for gallstones 
in 1931, and removal of a cyst on the 
left ovary in 1935. Repeated laparo- 
tomies in 1938-1940 and 1943 were per- 
formed for acute abdominal crises, dur- 
ing which mild “adhesions” were dis- 
covered. In addition to her headaches, 
she had had colitis of long duration, 
characterized by indigestion, gas, belch- 
ing, bloating, abdominal distention, 
cramps and diarrhea, associated with 
profuse amounts of mucus. In spite of 
the fact that her gall bladder had been 
removed, she continued to experience 
attacks of “biliary colic.” She could 
often relieve these attacks, as well as 
the headache, by the use of ergotamine 
tartrate. 

Throughout the years, the patient was 
kept under observation, and many and 
various methods of therapy were at- 
tempted to reduce the severity and in- 
cidence of the headache. She soon 
learned that her mode of life, stemming 
from an over-anxious, tense personality 
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was at fault. The major psychodynamic 
factors involved included an unhappy 
divorce in her early twenties, many fears 
and phobias about sex and occasional 
over-use of sedation and narcotics. 

Several attempts were made to obtain 
proper psychiatric care and analysis 
but she was never able to cooperate and 
“let go” enough to trust anyone. 

On numerous occasions her attacks 
were such that the gastrointestinal symp- 
toms became paramount and she would 
become dehydrated and prostrated. She 
soon learned to report to the office for 
intravenous feedings at the onset of 
these spells and thus could usually avoid 
hospitalization. 

In spite of all of the above, the patient 
continued to hold a responsible position 
as a teacher in a local high school. She 
arranged her routine so that even if 
she had to take gynergen early in the 
morning she still rarely had to miss 
Actually she had had so much 


absence in the past that she felt an 


school. 


urgent compulsion to keep going at all 
costs until she reached retirement age 
(1958). This very compulsion and drive 
also added to her tension and anxiety 
and would help to bring on the mi- 
graine attacks, even more often and 
more severely. In other words, her 
life routine was like a vicious cycle or 
like a dog chasing its tail. Her attacks 
really were nothing but nature trying to 
make her slow down and relax tensions 
and her constant use of gynergen, rigid 
diets and other prescriptions, although 
they would help in relieving the pain 
and the attack, only served to enable her 
to keep going and drive herself so that 
nature would again have to slap her 
down to slow her down. 

When we could get her to sit and talk 
over her affairs, we did manage to get 


her to slow down her frantic pace and 
anxiety and she would get relief—how- 
ever this was not too often. 

During the past several years she also 
noticed attacks of vertigo with or with- 
out headache. During these spells her 
blood pressure would be elevated to 
200/120 as against normal of 150/90. 
Again, with rest and relaxation this 
would come down. Also during recent 
years her acute abdominal attacks were 
less than before. Why nature acted in 
so many ways on her body is a mystery. 
Therefore when the major episode of 
abdominal crisis occurred after being 
free of it for so long, we were sur- 
prised and considered her attack an 
abdominal catastrophe. 

On September 30, 1956 the patient 
was hospitalized with the chief com- 
plaint of severe generalized, cramping 
abdominal pain of ten hours duration, 
accompanied by nausea and profuse 
vomiting. Examination revealed her 
to be in acute distress, temperature, 98; 
blood pressure 150/90; pulse, 76; res- 
piration, 16 and regular. She was retch- 
ing and vomiting. The abdomen was 
markedly distended. However, no sore- 
ness or point tenderness were noted. 
Scars of old previous surgical incisions 
were noted. Pelvic and rectal examina- 
tions were normal. There was soft stool 
in the rectum but no impaction. Urine 
and blood analysis were recorded as 
follows: 

Urinalysis: Sp. gravity, 1.012; reac- 
tion, alkaline; pus, few; Micro. 
neg., mod. epith. 

Blood count: Hemoglobin; 13.8; ery- 
throcytes, 4,870,000; leucocytes, 
4700; lymphocytes, 37; neu- 
trophiles, 62; eosinophiles, 1. 
Sedimentation rate of erytho- 
cytes, 9 mm. hr. 


374 THE AMERICAN JOURNAL OF PROCTOLOGY 








wy 


a 4 
oe 


Chemical analyses of the blood were 
as follows: 


Sodium, 138-0 mEq/L. (normal 
138-0) 

Potassium, 3.9 mEq/L. (normal 
3.6—5.3) 


Chloride, 95.7 mEq/L. (normal 95- 
105 mEq/L.) 

CO, combining power, 43 vol/100m. 
normal 53-78) 

Amylase, 80 (normal, 80-120) 
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Figure | 


X-ray was reported as follows: (See 
Figure 1.) 

“Upright and supine films of the ab- 
domen shows gas in the fundus of the 
stomach and also gas in the region of 
the duodenal loop. There are at least 
two moderately dilated gas containing 
loops of intestine in the left upper quad- 
rant containing fluid levels which are in 
the region of the jejunum. There is a 
small amount of gas in the colon and 
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also rectum. 

“The several dilated loops of intestine 
in the left upper quadrant certainly. are 
most suggestive of a partial obstruction 
in the region of the jejunum but in view 
of the fact that there is gas in the stom- 
ach and also the duodenum, such a 
trio of findings is also found in pan- 
creatitis; and this cannot be entirely ex- 
cluded from this examination alone.” 

In view of the lack of corroboratory 
findings for pancreatitis, our diagnosis 
was partial intestinal obstruction. Ac- 
cordingly the patient was intubated and 
the bulb passed readily to the region 
of the 


feedings, sedation and antispasmodics 


terminal ileum. Intravenous 
were given. However, it was not until 
1 cc of Dihydroergotamine (DHE 45) 
was added to an intravenous injection 
that the patient noticed relief of the 
severe pain. The remarkable thing was 
that the patient had little or no head- 
ache to speak of during this attack. 

X-ray examination on October 1 is 
reported as follows: 

Further films of the abdomen taken 
in the upright and supine positions now 
shows a small amount of gas in the 
stomach and duodenal cap but the other 
gas containing shadows in the left upper 
quadrant are absent. An_ intubation 
tube has passed through the stomach, 
jejunal area and a mercury bag is in the 
region of the terminal ileum. There is 
still gas throughout the entire colon. 
It is further noted that there are several 
shadows in the region of the colon which 
could represent diverticula and evi- 
dently the patient has had medication 
which has opaque material in it to fill 
such diverticula. 

Our records showed that the patient 
had received no barium of any kind for 
several years prior to these films. 


The patient readily responded. The 
tube was removed on the third day, she 
was discharged on October 6. 

Two weeks after discharge barium 
meal was given and serial films of the 
abdomen for small bowel study were 
taken, with reports follows: 

Serial films of the abdomen for small 
bowel study showed an essentially nor- 
mal pattern throughout the jejunum 
and ileum. The head of the barium 
meal reached the cecum in one and one- 
half hours. 

Since then the patient has returned to 
work, has followed a low residue diet, 
without 
symptoms. 


appreciable gastrointestinal 

The headaches have con- 
tinued to be a problem, awakening her 
at 5 a.m. and requiring almost daily 
gynergen injections. 

Case No. 3 is actually two cases, 
twin girls who have been under our 
care since 1945, at which time they 
were 14 years of age. For as long as 
they or their parents could remember, 
the girls had experienced cyclic attacks 
of severe abdominal pain, associated 
with nausea, profuse vomiting, and at 
times temperature elevation. At the time 
of menarche, age 11, these attacks coin- 
cided with the monthly menstrual pe- 
riod, but in addition would occur at 
other times also. During one such 
attack, at the age of seven, one of the 
girls had her appendix removed. The 
appendix was found to be completely 
normal and complete examination of 
the abdominal 
vealing. Because of this experience, 
the second twin was spared surgery, and 
still retained her appendix. In spite of 
intensive study of these cases nothing 


contents was non-re- 


objective was ever found. The entire 
gamut of medication was tried, ranging 
from sedatives, antispasmodics, anal- 
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gesics, cyclic endocrine therapy and in- 
tense psychotherapy. Not until ergot 
medication was administered in proper 
dosage did they obtain any relief what- 
soever. The girls were instructed in the 
use of Dihydroergotamine injections, 
and soon became expert at administer- 
ing this to themselves. With the advent 
of Cafergot therapy in 1948, they found 
that they could control most of the at- 
tacks with Cafergot or Cafergot PB sup- 
positories. At the present time, they 
are both happily married, living in their 
own homes, and rarely have any diffi- 
culty whatsoever. Other points of note 
in these cases are that the girls them- 
selves never had migraine headaches in 
any form whatsoever. However, their 
mother had classical migraine. 

Case No. 4 is that of a 10-year- 
old white male, who has had typical at- 
tacks of migraine headache for the past 
eighteen months. The only significant 
family history is that one aunt has had 
migraine for many years. Prior to the 
onset of the headache, this boy has ex- 
perienced recurrent attacks of extreme 
nausea, associated with projectile vomit- 
ing, since the age of three. At times, 
these would come for no reason whatso- 
ever, and actually “out of the blue.” At 
other times they would be preceded by a 
blurred vision or a sudden sensation as 
if he were going blind, and the vomit- 
ing would follow immediately. Since 
the onset of headache recently, the en- 
tire migraine attack has occurred, which 
includes headache, blurred vision, nau- 
These attacks may 
occur at irregular intervals of three to 


sea and vomiting. 


sixty days, and persist from one-half 
hour to forty-eight hours. He has been 
able to abort these attacks, or shorten 
their duration by proper use of Cafergot 
PB suppositories. 
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Discussion As is the case with typi- 
cal migraine headache, duodenal ulcer, 
essential hypertension and many other 
adaptation reactions to stress and strain, 
we really do not know why these par- 
ticular patients are subject to these par- 
ticular episodic attacks. I feel certain 
that these attacks are definite symbolic 
expressions through which the body 
goes as a result of various physical, emo- 
tional and psychogenic factors. When- 
ever the individual patient’s tolerance, 
is exceeded, the body lets him know by 
going through one of these episodes. The 
following discussion of our concept of 
this phenomenon will help us today to 
understand how this is brought about: 

Sooner or later, all of us realize that 
there is a limit to which we can push 
ourselves. When this is exceeded, some- 
thing unfortunate or 
must happen, and symptoms are pro- 
duced. These symptoms are but the 
language that nature uses to tell us that 


uncomfortable 


we are exceeding our limits. The aver- 
age person does not pay attention to 
mild, early symptoms. He persists in 
straining himself so that a more force- 
ful warning must develop. As this pro- 
gresses, it is quite difficult for the pa- 
tient and the physician to then under- 
stand the cause and effect of these symp- 
If the patient has exceeded his 
limits for a long period of time, he ex- 


toms. 


periences repeated attacks and becomes 
an expert at developing his particular 
symptom. We give the analogy to the 
headache patient that his recurrent 
headache is like a pistol in the top of 
his head in which the trigger is cocked 
to go off at any time. When the gun is 
new and stiff, and has not been used 
much, it takes considerable force to pull 
the trigger and set off the charge; how- 
ever, after repeated explosions (head- 
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ache) this trigger becomes well oiled 
and works much more readily and easily, 
so that just a light touch suffices to ex- 
plode it. We then explain to the patient 
that his body is capable of just so much 
nervous, physicial and emotional strain 
or tension a day, and that if he reaches 
and exceeds this particular limit, that 
will suffice to pull the trigger and set off 
a headache. At certain times of the day 
or at certain times of the month, bodily 
processes, such as menstruation, create 
their own strain, so that at that time it 
takes much less externally developed 
tension to reach the point where the 
trigger will go off. The wise patient 
can readily understand this. She finds 
that if, at the time of the month when 
her headache might be imminent, she 
avoids strain and fatigue, she often can 
get by with much less headache than if 
she does not pay attention to the way 
she expends her energy. 

Now, where does all this discussion 
lead in relation to tension? It makes 
no difference whether the body is 
strained by physical exertion or by 
changes in fluid balance as the monthly 


cycle evolves, or by illness, fever, or by 
any other factor that strains the sys- 
tem in any way. All of these factors 
serve to use up a certain amount of 
energy and to create a certain amount 
of tension in all of us. In addition to 
this, our everyday life places us in situa- 
tions that produce anxiety, physically 
and emotionally. These elements of ten- 
sion that develop from outside of us, in 
pursuit of our studies, our jobs, our 
family and social life, add to the above- 
described physiologic strains. The wise 
person learns how external circum- 
stances and people affect him. He pre- 
vents these external strains from en- 
croaching upon him and adding to the 
tensions built up by his own bodily 
functions. He thus is able to prevent 
expenditure of energy and build-up of 
tension above that with which his body 
can cope. The average patient is not 
aware of the effect of the above-de- 
scribed external and internal strains on 
his bodily processes; therefore the most 
important aspect of therapy in tension 
reactions is to help the patient to under- 
stand the psychodynamics involved. 


Summary and Conclusions 


1. Acute abdominal attacks oc- 
cur as migraine equivalents in 
patients with typical headache and 
in those without. 

2. Many such patients undergo 
repeated abdominal surgical ex- 
plorations because these attacks 
simulate in many ways acute ab- 
dominal catastrophes. 

3. Therapeutic trial with specific 


agents to control migraine, such 
as Cafergot, or other ergot prepar- 
ations, are of prime importance in 
making the diagnosis. 

4. A high index of suspicion of 
the syndrome of abdominal mi- 
graine will lead to diagnosis more 
often and earlier in the course of 
the disease. 
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“Hippocratic Oath" 


“I swear by Apollo the physician and AEsculapius, and Panacea, 
and all the gods and goddesses, that, according to my ability and 
judgment, I will keep this Oath and this stipulation—to reckon 
him who taught me this art equally dear to me as my parents, 
to share my substance with him and relieve his necessities if 
required; to look upon his offspring in the same footing as my 
own brothers, and to teach them this art, if they shall wish to 
learn it, without fee or stipulation, and that by precept, lectures, 
and every other mode of instruction, I will impart a knowledge 
of the art to my own sons, and those of my teachers, and to disciples 
bound by a stipulation and oath according to the law of medicine, 
but to none others. I will follow that system of regimen which, 
according to my ability and judgment, I consider for the benefit 
of my patients, and abstain from whatever is deleterious and 
mischevous. I will give no deadly medicine to anyone if asked, 
nor suggest any such counsel; and in like manner I will not give 
to a woman a pessary to produce abortion. With purity and holiness 
1 will pass my life and practice my art. I will not cut persons 
laboring under the stone, but will leave this to be done by men 
who are practitioners of this work. Into whatever houses I enter, 
I will go into them for the benefit of the sick, and will abstain from 
every voluntary act of mischief and corruption; and, further, from 
the seduction of females or males, of freemen or slaves. Whatever, 
in connection with my professional practice, or not in connection 
with it, I see or hear, in the life of men, which ought not to be 
spoken of abroad, I will not divulge, as reckoning that all such 
should be kept secret. While I continue to keep this Oath unvio- 
lated, may it be granted to me to enjoy life and the practice of 
the art, respected by all men, in all times! But should I trespass 
and violate this Oath, may the reverse be my lot!” 
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Radical Procedure 


for Hemorrhoidectomy 


MORRIS A. SILVER, M.D., F.A.C.S., F.L.A.P. 


-™ going to talk to you on the ano- 
rectoplasty procedure for hemorrhoid- 
ectomy. This operation is not to be 
used as a routine procedure. It is re- 
served for those cases where there exist 
large internal and external hemorrhoids 
with various degrees of rectal prolapse, 
and a dislocation of the lining of the 
Here, the three definite 
groups of hemorrhoids are not distin- 
guished, but the area locks like a swollen 
doughnut. It is also used on those 
hemorrhoid cases where 
marked involvement of the crypts, or the 
papillae, or both. A third indication 
for this operation is those cases where 
skin tabs, fissures, old scars or redund- 
ant tissue is present and causes some 


entire canal. 


there is a 


deformity of the ano-rectum. 

The technique is based on the Buie 
modification of the Whitehead oper- 
ation. The hemorrhoidal areas are ex- 
cised together with other pathological 
conditions such as prolapse, fissures, 
elongated papillae, infected crypts, skin 
tabs and thickened skin. The mucus 
membrane is cut above the pectinate 


Presented at the Ninth Annual Teaching Sem- 
inar of the International Academy of Proctol- 
ogy, May 2, 1957, New York, N. Y. 


Harrisburg, Penns: 'lvania 


line, and is then anchored to the inter- 
nal edge of the external sphincter. The 
cut edge of skin is brought down to the 
new pectinate line leaving a triangular 
area on each buttock for drainage. 

I will now illustrate the technique. 

(Fig. 1). This shows the doughnut 
effect of the bulging hemorrhoids. 
Hemostats are placed at points 1, 2 and 
3. A skin incision is made as shown by 
the dotted lines. 
is carried beyond the midline. (Fig. 2). 
The dissection is carried toward the mid- 
line and the entire hemorrhoidal mass 
is separated from the external sphincter. 
Be careful not to go too deep, because 
you may dissect beneath the sphincter 
muscle, Insert a finger into the rectum 
in order to facilitate separating the mass 
from the sphincter muscle. Be sure the 
dissection is carried beyond the midline. 
Then hemostats are placed as illustrated, 
on the anal mass on each side at both 
the anterior and posterior commissures. 
(Fig. 3). An incision is now made be- 
tween each set of hemostats ending 
above the pectinate line. A Comalt 
hemostat (Fig. 4b), which has the ser- 
rations running longitudinal is placed 
above the internal hemorrhoids and pro- 
Be sure to pull up the 


Note that the incision 


lapsed mucosa. 
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slack in the mucosa. (Fig. 4a). Avoid 
catching the external sphincter. An 
anchoring suture of 2-0 chromic catgut 
is placed above the hemostat; and the 
mass is excised. The suture is now 
hooked into the inner edge of external 
sphincter and is tied. The end is left 
long and held with a hemostat. An 
anchoring suture is now placed at the 
anterior and posterior commissures and 
are tied. The ends are left long and held 
with hemostats. Beginning at the lateral 
wall the mucosa is sutured with a half 
Lembert suture to the inner edge of the 
external sphincter. (Fig. 7). Two to 
three sutures are placed, then the skin 
edge is brought over the needle. (Fig. 
6). Suturing is continued to the pos- 
terior commissure and then tied. Next 
the anterior portion is sutured in a like 
manner. This anchoring prevents ever- 
sion of the musoca which was the cause 
of “wet anus” in the original Whitehead 
operation. A triangular area of skin is 
left open on each buttock for drainage. 

The opposite half is done in the same 
manner and the end result is shown in 
(Fig. 8). A penrose rubber drain (Fig. 
9), is split partly in half and is inserted 
in the anal canal, each flap covering the 
exposed triangular area on the buttock. 
A piece of vaseline gauze is placed over 
each flap, and gauze dressings are ap- 
plied which are held in place by adhe- 
sive tape. 

The post-operative care is important. 
Ice bags are placed on the anal canal for 
the Ist 24 hours. Demerol or morphine, 
catheterization, Kondremul at bedtime 
and in morning are ordered. A full diet 
is allowed with the exception of raw 
vegetables, raw fruit and anything with 
seeds. The second day, the dressings 
and drain are removed and warm witch 
hazel compresses every 3 hours are or- 


dered. Sitz baths, twice daily are given 
and the patient is allowed out of bed. 
On the third day, four ounces of warm 
mineral oil is instilled in the rectum; 
and in two hours a warm water enema 
is given. Both are given through a 16 F 
well lubricated catheter. A gloved fin- 
ger is inserted in the rectum on the 
fourth day and patient allowed to go 
home on the fifth or sixth day. Orders 
are given for sitz baths to be taken twice 
daily. The patient is seen at the office 
on the fifth day after discharge and a 
finger is inserted in the rectum. The 
patient is instructed to insert a candle in 
the rectum after the sitz bath twice daily. 
The candle illustrated here (Fig. 10), is 
lubricated and slowly inserted into the 
rectum as far as is comfortable and held 
in place for five to ten minutes. Each 
time the candle is used the patient in- 
serts it further. At the second office 
visit, a Brinkerhoff speculum (Fig. 11) 
is inserted by me, and is held in place 
for ten minutes. At each weekly visit 
this dilatation is repeated and the area 
is inspected. The patient continues the 
use of the candle. By eight weeks post- 
operation the ano-rectal area is com- 
pletely healed, and no stenosis or con- 
striction exists. 

Low spinal, saddle block, pontocaine 
with glucose, is the anesthetic of choice. 
General anesthesia may be used. The 
patient is placed in a prone position with 
the buttocks elevated. Wide adhesive 
tape is placed on each buttock and at- 
tached to the table. This helps to expose 
the anal area. 

Several post-operative complications 
can be avoided. Pain is minimized by 
the use of the oil-soluble or “efocaine” 
long acting anesthetics. This is injected 
before the operation is begun. Eversion 
of mucosa or “wet anus” is prevented by 
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the above described technique. Anal 
stenosis or constriction is prevented by 
careful post operative follow up. When 
a fibrotic anal canal pecten band is en- 
countered at operation, a partial pos- 
terior myotomy is performed in con- 
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Infection 
is controlled by use of antibiotics, and 
the open operation, i.e., leaving a trian- 
gular area on each buttock. 


junction with this operation. 





COURSE IN POSTGRADUATE 
GASTROENTEROLOGY 


The American College of Gastroenterology an- 
nounces that its Annual Course in Postgraduate Gas- 
troenterology will be given at The Somerset in Boston, 
Mass., on 24, 25, 26 October, 1957. 

The Course will again be under the direction and 
co-chairman ship of Dr. Owen H. Wangensteen, Pro- 
fessor of Surgery of the University of Minnesota Medi- 
cal School, who will serve as surgical co-ordinator and 
Dr. I. Snapper, Director of Medical Education, Beth-El 
Hospital, Brooklyn, N. Y., who will serve as medical 
co-ordinator. Drs. Wangensteen and Snapper will be 
assisted by a distinguished faculty selected from the 
medical schools in the Boston area. 

The subject matter to be covered in the Course, from 
a medical as well as surgical viewpoint, will cover, 
essentially, the advances in diagnosis and treatment of 
gastrointestinal diseases and a comprehensive discus- 
sion of diseases of the mouth, esophagus, stomach, 
pancreas, spleen, liver and gallbladder, colon and rec- 
tum, with special studies of radiology and gastroscopy. 

For further information and enrollment write to the 
American College of Gastroenterology, 33 West 60th 
Street, New York 23, N. Y. 
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Technique of 
Right Hemicolectomy 


for Cancer 


Te technic suggested here differs in 
principle from the method commonly 
practiced and described in the text- 
books. The essential differences are: 
Firstly, the blood supply is completely 
controlled at the beginning of the opera- 
tion before any dissection is done. Sec- 
ondly, the separation of the affected seg- 
ment of bowel and its attachments from 
the posterior abdominal wall, is done 
from the root of its mesentery outward 
to the affected bowel. 
the dissection is done from the points 


In other words 


of origin of the ligated vessels or from 
the pedicle to the cancer, not from the 
cancer to the pedicle, as it is done in 
the This routine 
eliminates the necessity for handling 
the diseased bowel for traction in ob- 


classical method. 


taining suitable exposure during the 
dissection. It resembles in principle in 
many respects, but differs in its techni- 
cal details, from “Physiologic Resection 
of the Right Colon” (Barnes 1952). 
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©. B. DICKINSON, F.R.C.S.Eng., F.R.C.S.(C.) 


Toronto, Ontario, Canada 


The merits claimed for this technique: 

1.) There is no handling of the affected 
segment until the blood supply is con- 
trolled and divided, thus eliminating any 
danger of dislodging malignant emboli 
from veins involved by malignant 
spread. 
2.) The performance of the operation is 
easy and safe. The important anatomi- 
cal structures and landmarks are easily 
exposed and kept in view out of the 
operator’s way. The often obscure and 
difficult plane of cleavage between the 
colon on the one hand and the duo- 
denum, kidney and right ureter on the 
other, is readily and correctly found at 
the outset, by entering the space be- 
tween the leaves of the transverse meso- 
colon at its base to the right of the 
middle colic artery. The bloodless na- 
ture of the operation allows a dry field 
and good visibility, contributing to the 
ease and safety of this step. 

Constant handling of cancerous bowel 
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might detach malignant cells, from the 


ulcerated surface into its lumen, allow- 
ing them to reach and to become im- 
planted in the line of the anastomosis, 
or cancerous emboli could be massaged 
into the venous bloodstream or lymphat- 
ic channels. Cancer tissue could conceiv- 
ably be implanted from the surface of 
the growth to the omentum or else- 
where in the peritoneal cavity, by cells 
sticking to the gloves, during the han- 
dling in the classical method. In fact, 
the first signs of recurrence in these 
cases is in the form of peritoneal im- 
plants rather than metastatic spread in 


the liver, or in the lymphatic drainage 
area. These declare themselves as in- 
tra peritoneal masses felt abdominally 
or by rectal or vaginal examination. 
Whether this peritoneal involvement is 
due to desquamated cells from the sero- 
sal surface of the primary growth, 
settling on other surfaces before opera- 
tion, or contamination at the operation, 
or even desquamation from the surface 
of liver metastases is difficult to know. 
Quite likely it occurs from all these 
sources. However, one should take all 
precautions to prevent any possible dis- 


semination from the operative pro- 
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The Editor Speaks 


ALL DISEASE IS PSYCHOSOMATIC 


The meaning of the term “psychosomatic” is very much confused. If I were 
to say to you that all disease is psychosomatic — having in mind such diseases 
as cancer or tuberculosis — you might, if you were charitable, say that I am 
misinformed, confused, or that the statement is ill-considered. 


You would say this if to you the term “psychosomatic” means an emotionally 
induced disease. “Psycho-somatic”, if the words are taken in consecutive fashion, 
would have precisely that meaning. 


If, on the other hand, the word included —to your way of thinking — 
somato-psychic disease, then you would accept my statement. For then it would 
indicate, in addition to the meaning first described, a disease of organic origin 
in which emotional symptoms conourrently or subsequently appeared. 


When I use the term “psychosomatic” it has — for me — both meanings. It 
also includes the further understanding that there are emotional components 
in all diseases. Under these circumstances a broken arm or a broken leg, cancer, 
tuberculosis, and the neuroses are all equally psychosomatic. Therefore, all 
disease is psychosomatic. 


Inasmuch as the word has varied meanings for each listener, (as all other 
words have), it is probably best either to discard it completely, or to give it 
the general and total meaning above described. If, by definition, we give it 
this general and total meaning, we have no problem. 


If we do not give it that meaning, we should limit the term to emotionally 
induced illnesses, with somatic effects. In contrast, we might then speak of 
somatopsychic disease as the illness of somatic origin, (including the diseases 
produced by bacteria, viruses, etc.), in which emotional disturbances develop. 





I should like to introduce still another term, — semantogenic. These would 
be diseases resulting from an inadequate or improper response of a patient to 
words or symbols. This may seem to be adding to the confusion, but I do not 
believe so. Semantogenic disease is very common. Indeed, inasmuch as diffi- 
culty in communication is practically universal, semantogenic disturbances 
include most psychosomatic disease, if we use the specific meaning of emotion- 
ally induced illnesses with somatic after-effects. 


Each of us lives within his own skin envelope. Each of us has a self- 
contained system of thinking and evaluation, a self-contained and highly 
individual system of meanings for words and symbols, It is practically impos- 
sible, if not totally impossible, for any one of us to adequately communicate 
with any other person. We can communicate in general fashion, and we can 
communicate sufficiently adequately to understand each other, — enough to 
carry on the average business of life. 


However, when we get to the higher levels of abstractions, communication 
breaks down. The neurosemantic diseases appear. This neurosemantic (or 
actually semantic-neural disease) makes up what we now call — if we use the 
limited definition above — one form of psychosomatic disease. It is a breakdown 
in communication resulting in confusion, disorientation within ourselves, and 
changes in our own nervous system — and therefore in our glandular function 
and structure, and in the function and structure of the cells of the body 
generally and in specific locations. The Selye stress syndrome is part of this 
picture. 


The proctologist must be aware of these problems at all times. He must be 
especially careful in his choice of words during and after examination, and 
during surgery (if the patient is conscious). He must understand psychoso- 
matic principles if he is to provide the best care for the patient with mucous or 
ulcerative colitis, proctalgia fugax or pruritus ani. Needless to say he must be 
an expert psychosomaticist if he is to practice the technic of ambulatory 


proctology. 


ALFRED J. Cantor, M.D. 




















cedure itself, until there is more known 
as to just how the spread does occur. 
Technique Access to the abdomen 
is obtained through a right paramedian 
incision, placed largely above the level 
of the umbilicus with the opening in the 
posterior rectus sheath well lateral to its 
medial border, so that after closure the 
body of the rectus muscle will overlap 
the suture line in the sheath. The ab- 
dominal cavity is explored for evidence 
of metastatic spread and other disease. 
Particular attention should be given to 
the distal colon, so that additional early 
primary growths not detected at the in- 
vestigation, are not left behind. I 
strictly adhere to a no-touch technique 
so far as the diseased segment is con- 
cerned. The operator’s gloves at no 
stage of the operation should be allowed 
to touch the growth. This eliminates 
any possible danger of cancer cells stick- 
ing to the gloves and being transferred 
to omentum, bowel or the surface of the 
liver, where they might adhere and mul- 
tiply, or even to the suture line where 
they might become implanted in the 
bowel wall during the anastomosis. It 
is a well known fact that cancer in the 
right colon is usually diagnosed late, be- 
ing well advanced with the serosal sur- 
face already invaded at the time of 
operation. 
gained by palpating the diseased seg- 


No useful information is 


ment, as cancer here is rarely if ever 
locally inoperable. 

The extent of the resection is now de- 
termined and the upper and lower limits 
on the ileum (I) and the transverse 
colon (C) respectively are determined 
and marked. (See illustration.) Crush- 
ing clamps are immediately applied 
on the diseased side of (C) and (I) 
to securely occlude the lumen above 
and prevent 


and below the cancer 
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any further desquamated cancer cells 


from reaching (C) and (I), where 
they might become implanted dur- 
ing division and anastomosis of the 
bowel. Kocher clamps serve quite well. 
They should be applied with their 
handles securely fastened to prevent 
them coming off, and pointing away 
from the mesocolon out of the way. The 
handles of the clamps can then be used 
for any traction needed on the segment 
during the operation and for lifting the 
segment out of the abdomen when it 
has been freed. The bowel at (C) and 
(I) is cleared of its mesenteric or meso- 
colic attachments, in preparation for 
division and anastomosis. 

The extent of the removal of the 
omentum depends upon the findings at 
Usually the right half only 

However, if there is any 


operation. 
is removed. 
doubt about its involvement by the dis- 
ease, or if the middle colic artery be ab- 
sent, as it occasionally is, the whole 
transverse colon and the attached omen- 
tum are removed. If the growth is near 
the hepatic flexure, and any spread to 
the lymphatics along the right branch of 
the middle colic is likely or feared, the 
middle colic artery is ligated at its 
origin, necessitating the inclusion of 
the whole transverse colon and omen- 
tum in the resection, 

The posterior parietal peritoneum 
round the outer side of the colon is in- 
cised with the scapel beginning just 
above and a little medial to the hepatic 
flexure, continuing around the flexure 
down the outer side of the ascending 
colon, and below the caecum on to the 
mesentery, One should keep well lateral 
to the colon at the diseased site, away 
from any possible direct spread in the 
peritoneum. This maneuver is blood- 
less and most conveniently done now 


387 














before any anatomical details are dis- ~mesocolon is incised, in the lesser sac 


turbed. The ureter at the brim of the 
pelvis is most easily exposed, at this 
stage of the operation, and kept in view 
as a landmark out of danger during the 
subsequent The diseased 
portion of the colon is immediately 


dissection. 


covered with a thick, dry gauze pad, 
sutured in place, keeping instruments. 
swabs and gloved hands from touching 
its serosal surface. The peritoneum 
covering the lower leaf of the transverse 
mesocolon and the mesentery, between 
the points (C) and (I) is now incised. 
The line of incision is just to the right 
of the main trunks of the superior 
mesenteric vessels over the junction of 
the main vessels and their branches. The 
peritoneum only is divided, the edges of 
which separate, exposing the main ves- 
sels, the right branch of the middle 
These 


branches are dissected from surround- 


colic, right colic and ileo colic. 


ing tissue, underrun with either an 
aneurysm needle or the point of an 
artery forceps, doubly ligated in con- 
tinuity and divided between these liga- 
tures, preventing any appreciable leak- 
age from the veins. Fisher and Turn- 
bull have demonstrated 
from this venous blood collected from 
diseased colon. The Proximal ligature 
should be applied flush with the main 
trunk of the superior mesenteric vessel, 
proximal to any nodes, thus making the 


cancer cells 


excision as completely radical as is pos- 
sible. 


no account include any peritoneum or 


The proximal ligature should on 


connective tissue, which could prevent 
it from retracting behind the peritoneal 
edge, when the vessel is divided. The in- 
cision, entirely bloodless, completely de- 
lineates the block of tissue to be excised. 
with the diseased segment of bowel. 
The upper leaf of the transverse 


just to the right of the root of the middle 
colic artery, the right branch of which 
has been ligated. Any remaining tissue 
in the transverse mesocolon is divided 
by short strokes with the scalpel. This 
exposes any small vessels, so that they 
can be picked up and ligated before they 
are divided. With the transverse meso- 
colon divided to its base, one is in the 
correct plane of cleavage between the 
colon and its mesentery and the deeper 
structures. The operator’s finger easily 
separates the bowel and attachments 
from the pancreas, duodenum, right 
kidney and ureter. This is the difficult 
and hemorrhagic part of the standard 
operation where it is the last stage of 
this dissection of the colon from its bed, 
whereas with this technique it is very 
easily done, with the vessels ligated in 
a dry field, before anatomical relation- 
ships are disturbed, and with these vol- 
nerable structure in clear view. The 
very short segment of ureter above the 
pelvic brim not yet exposed is now com- 
pletely defined. The remaining mesen- 
teric tissue around the roots of the right 
and ileo colic vessels between (C) and 
(1), is divided and the mesentery and 
colon reflected from its bed laterally. 
to the original peritoneal incision 
around the outer wall of the bowel. 
Since the blood vessels have all been 
tied, there is practically no bleeding in 
this dissection, The specimen has now 
been freed, except for division of the 
bowel itself at (C) and (I). Any bleed- 
ing points in the colon bed are con- 
trolled by direct pressure or crushing 
with forceps. No ligatures are used. 
The whole area is completely covered 
with a thick dry gauze pad to prevent 
any possibility of its being soiled with 
almost inevitable resulting infection, 
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when the lumen of the bowel is opened. 

The division of the bowel is carried 
out by applying first a crushing clamp 
and then an occlusion clamp distal to 
the crushing clamp at (C), and proximal 
to the crushing clamp at (1). The colon 
and ileum are severed between the two 
crushing clamps, preferably with cau- 
tery, to seal the cut surface. The speci- 
men is now completely freed and is 
lifted out of the abdomen by the handles 
of the original crushing clamps. The 
crushing clamps on the colon and ileum 
are removed, allowing the lumen to be 
opened, by pulling the bowel wall apart. 
The bowel lumen is swabbed with dry 
gauze swabs in the hope that any free 
cancer cells there will stick to the gauze 
and be removed in this way out of 
danger of being implanted in the bowel 
wall by the needle during the anas- 
tomosis. The crushed ends of bowel are 
excised. Before the anastomosis is be- 
gun, the gloves are either changed or 
thoroughly washed, and everything else 
discarded, that has either been in con- 
tact with the bowel lumen or the serosal 
surface of the growth to be sure that no 
cancer cells can possibly become im- 
planted during the suturing. 

The bowel continuity is reestablished 
by an end to end anastomosis between 
the ends of the ileum and colon, using 
interrupted catgut sutures for the inner 
layer and interrupted cotton sutures in 
the sero-muscular layer. The gap in 
the mesentery is closed by a few inter- 
rupted sutures with their knots pos- 
teriorly. The soiled gloves, drapes and 
instruments are again discarded as in 
any bowel resection routine. [| find 
Tanner’s anti-soiling towel handy and 
effective in draping the wound before 
the bowel is opened, and it can be 
quickly and conveniently removed after 
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the anastomosis is completed. No at- 
tempt is made to approximate the peri- 
toneal edges over the denuded colon bed. 
Indeed, to do so would be quite impos- 
sible in this wide excision. All bleed- 
ing points are controlled by pressure 
with forceps or gauze, strictly avoiding 
any ligatures. 

A new smooth mesothelial layer re- 
sembling peritoneum, quickly covers the 
area, either by ingrowth from the mar- 
gins or by condensation from the con- 
nective tissue itself. (Robbins et al.,) 
1949. Just how quickly the reforma- 
tion occurs I have not been able to de- 
termine. At the conclusion of the opera- 
tion I cover this denuded area with a 
single layer of Penrose tissue, to keep 
the bowel from actually coming into con- 
tact with it, although I am of the im- 
pression that it is exposed knots or in- 
fection that lead to the formation of ad- 
hesions, It is also my opinion that it is 
this infection, possibly only of a very 
mild degree, that produces the profuse 
serous discharge. from these wounds 
that has been described. Hence | ad- 
vise avoidance of exposed knots and 
meticulous care to eliminate soiling of 
the area when the bowel is opened. 

A large Penrose tube is split to form 
a single layer. One end of this is spread 
out to cover the raw surface and the 
other is bunched up and brought out 
through a stab incision where it can 
There is little 
drainage in my experience, and I always 
remove later than 72 hours. 
Whether the peritoneum has reformed 
by that time I can not say. However, I 
feel it should be removed to avoid in- 
fection travelling down along the drain, 
defeating the whole purpose of the tissue 
to temporarily separate the bowel from 


function as a drain. 


it no 


the denuded surface. 
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Conclusion 


In conclusion, this method of 

excising the right colon has been 
evolved with two objectives in 
mind, 
Firstly: To devise a simple tech- 
nique, with little bleeding, making 
use of the anatomical relationships 
of the parts concerned and 
secondly: A method conforming to 
the principles of good surgery, in 
dealing with cancer in general. 

Since one endeavors to control 
the venous drainage before dis- 


turbing cancer in other situations, 
I see no excuse for violating this 
principle in dealing with cancer of 
the colon. As I assume recurrent 
disease in the form of peritoneal 
involvement is largely due to direct 
contamination during operation, 
from the growth itself being al- 
lowed to touch these surfaces, or 
through the contaminated gloves 
of the operators, a no-touch tech- 
nique with respect to the diseased 
segment is rigidly followed. 
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HERE are, in effect, two things, to 

know and to believe one knows; 
to know is science; to believe one 
knows is ignorance.” 


—PLATO 
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New Rectal 


Suction Tube 
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WILLIAM LIEBERMAN, M.D., F.A.C.G., F.L.A.P. 


I. the process of fulguration 
and coagulation of polyps or carcinoma 
in the rectum or sigmoid, the accumula- 
tion of smoke obscures the field and de- 
lays treatment unless some method of 
smoke removal is employed. Also, the 
pre-operative removal of inflammable 
or explosive gases from the rectum be- 
fore use of the fulgurating spark is an 
essential safety precaution to avoid in- 
tra-rectal explosions’ with possibility of 
burns or injury to the rectum. 

Since three 
lengths of scopes 
are in general use, 
it is advantageous 
to have three simi- 
lar lengths of suc- 
tion tubes. 

The instrument to 


Brooklyn, New York 


to anoscope, proctoscope and sigmoido- 
scope by means of (1) variations in 
length of the tubes, and (2) mobility of 
the clip which holds the tube fixed to 
the various scopes. 

The instrument is presented in two 
forms, each of which fulfills the same 
purpose: (1) a set of three lengths of 
metal tubes, or (2) a set of two tubes, 


a short one for anoscopic use, a longer 


one for proctoscopic use. When the 
two tubes are joined (by a standard 





be described pro- 





vides, with the aid 
of a suction pump, 
a means of smoxe 
and gas removal 
which is applicable 
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luer slip connection) the total length 
is suitable for use in a sigmoidoscope. 
(See illustration). 

These tubes are adaptable to different 
makes of rectal scopes by virtue of the 
sliding clip which can be interchanged 
on all the suction tubes and thus permits 


varying the active length at will. The 
wide curve of the clip permits firm at- 
tachment over the flange of almost all 
types of proctoscopes made by different 
manufacturers. The suction tubes clip 
on to the proctoscopes and leave the 
operator’s hands free. 


Summary 


New suction tubes are described 
having the following advantages: 
(1) They can be attached to any 
size anoscope, proctoscope or sig- 
moidoscope. (2) The tubes are thin 


and do not obstruct vision. (3) The 
spring clip holds the tubes firmly to 
the scope, leaving the operators 
hands free. (4) They are simple in 
construction and use. 


Reference 
1. Lieberman, Wm.; Inflammable Physiologic 
Gases in the Rectum and Colon, The Review 
of Gastroenterology. Volume 11, Number 4, 


July-August, 1944. 


198 Linden Boulevard 





66 HE practice of medicine is an art. not a trade; 


a calling, not a business; a calling in which 


your heart will be exercised equally with your head.” 


—Sir William Osler 
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INSTRUMENTS for the PROCTOLOGIST 


See these outstanding instruments at your dealers 
or write for information. 


_American Cystoscope Makers, Inc. are 
pioneers in the development of instru- 
ments of outstanding design that provide 
illuminated telescopic vision for procto- 
logic examination and surgery. The 
A.C.M.I. mark on these instruments and 
accessories is the physician’s assurance 
of expert professional design, highest 
quality materials, and skilled workman- 
ship of the most meticulous precision. 


FREDERICK J. WALLACE, President 


Gystoscope Makers, Inc. 


American 


1241 LAFAYETTE AVENU 





NEW YORK 59, N.Y. 















BOOK REVIEWS FOR PROCTOLOGISTS 


REVIEW OF GASTRO-INTESTINAL OBSTRUC- 
TION by Meyer O. Cantor, M.D., M.S., 
F.A.C.S., Associate Attending Surgeon, 
Grace Hospital, Attending Surgeon, Sinai 
Hospital of Detroit, Former Attending Sur- 
geon, Deaconess Hospital, and Roland P. 
Reynolds, M.D., F.A.C.S., Chief of Surgery, 
Grace Hospital. 565 pages—415_ illustra- 
tions. Published by The Williams & Wilkins 
Company—price $18.00. 


As the authors stress, early diagnosis and 
early treatment are essential for good results 
in the management of intestinal obstruction. 
The readers of this book will learn a great 
deal about early diagnosis, and still more 
about the importance of intestinal decompres- 
sion, and the careful use of blood and anti- 
biotics. 

Although roentgen study is important, clini- 
cal examination of the patient and a careful 
history are still more important in early diag- 
nosis. Obviously, the general practitioner is 


the one who must suspect or make this diag- 
nosis in most cases. 

The authors emphasize the importance of 
early surgery—upon suspicion. A careful study 
of the excellent presentation of the subject in 
this text will lead to earlier suspicion, earlier 
surgery, and a lower mortality rate. 

There are excellent chapters in this volume 
on all phases of intestinal obstruction, and a 
particularly good chapter on gastro-intestinal 
intubation. The book is very well illustrated, 
well written, and should be in the library of 
every surgeon, internist and general practi- 
tioner. 


CLINICAL PROCTOLOGY by J. Peerman Nes- 
selrod, B.S., M.S., M.Sc. (Med.) M.D. 
F.A.C.S., F.A.P.S. Assistant Professor of Sur- 
gery, Northwestern University Medical 
School; Attending Surgeon, Division of 
Proctology, Evanston Hospital, Evanston, 


—Continued on page 376 


AFTER ANORECTAL SURGERY OR WHEN 
STAINING MEDICATION 


IS PRESCRIBED 


MEDICAL AND SURGICAL 


SHIELD 


—protects clothing and linens 


Fuller Shields are professionally designed to 
give your patients security and reassurance. 


Prescriptions should usually be for two or more 
Fuller Shields so that one can be worn while the 
other is being laundered. 


Durable, absorbent cotton @ 


Your hospital or pharmacist can order direct from— 


Soft rubberized lining @ 
Wide, comfortable waist-band @ 


Fits sizes 24-42 @ 
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WHAT TOPICAL ANESTHETIC 
& HAS BEEN SHOWN TO BE 
, MOST EFFECTIVE? °° 






& HAS BEEN SHOWN TO BE 
s LEAST TOXIC—LEAST 







Benzocaine is “the best topical anes- 
thetic." 

Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations."'3 


No sensitivity exhibited by any of eee ° ° : 
100 pallens ie. publtehed: dinteat Americaine Topical Anesthetic Ointment 
studies, 3. 4, 5, 6,7, 8 provides a unique weapon for the proctolo- 
oe eee gist for fast, prolonged relief from post- 

siology, 5:470-490 operative procedures, as well as from pain 
2. Adrioni, J.: Pharmacology of Anesthetic eee : . 

Drugs, Ed. 1941 and itching pre-operatively and in non- 
s tz, 3. E. : West.J. oo o@ : er e 
: Syne $5.17, ea ee ee operative cases. Only Americaine contains 
4, White, C. J. and Madura, J. W.: Post- i i ° 

es ee the unusually high concentration of 20% 
5. Horwitz, B.: Am. J. Surg., 81:81 dissolved benzocaine—a simple, potent for- 
6. Finkel, M. et ol: Ind. M. & S., 17:12 la—f a a hesi 
7. Loibe, J. E. F.: Ill, Med. J., 102:266 mula—tor more profound topical anesthesia. 
8. Byrne, J. E.: Surg., Gyn., Ob., 98:250 


Bie 


TOPICAL ANESTHETIC OINTMENT 











Contains: 
Ethyl-p-aminobenzoate (benzocaine) ................+ 20% 
ORPOINGNIND ONE OUIO 0's :6 0.605.555 cose cn cciveecscneees 0.39% 


v8 
onecas a0 00T 


In a bland, water-soluble base. 


ALSO AVAILABLE: 
AMERICAINE AEROSOL 
“automatic spray-on topical anesthetic. 
Quick, non-traumatizing application 
to areas of excruciating pain. 





"Available in 1 Oz. tubes 


AMERICAINE LIQUID— 





< x For _— into cavities and and 1 Ib. jars. 
ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 
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BOOK REVIEWS Medicine, Temple University Medical Cen- 


ter, Philadelphia, and O. Spurgeon English, 
M.D., Professor and Head of Department 
of Psychiatry, Temple University Medical 
Center, Philadelphia. W. B. Saunders: Com- 
pany, Philadelphia, London, 1957, Third Edi- 
tion. 557 Pages. Charts and Figures. Price 
$10.50. 
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\llinois; Diplomate American Board of Proc- 
tology; Captain (MC), USNR. W. B. Saund- 
ers Company, Philadelphia and London, 
1957. 296 Pages, 72 Figures. Price $7.00. This text is now in its Third Edition, and 
enjoys a well-deserved reputation. The psycho- 
somatic viewpoint has developed rapidly in the 
medical literature and in the thinking of the 
average practitioner. 

The present text, in its early editions, pi- 
oneered in this development. The third edition 
continues the integrated viewpoint. 

There has been much re-writing and addi- 
tional new clinical material. Part I contains 
general material and Part II discusses special 
problems. 

This is one of the best textbooks on Psycho- 
somatic Medicine. The introductory chapters 
are especially well written, and the material 
in these chapters should be known to every 
physician. 

The text is based, to a large extent, upon 
the fundamental work of Freud and of Dun- 


The second edition of this interesting little 
book continues to reflect the experience of the 
author. The approach in this edition, as in the 
first, is practical, and useful for the general 
practitioner, the general surgeon and the proc- 
tologist. 

The illustrations are very good, and entirely 
adequate for a small manual. Indeed, the color 
plate of endoscopic views is exceptionally 
good. 

The book is especially recommended for the 
student in proctology, but should be added to 
the library of every full specialist. 


PSYCHOSOMATIC MEDICINE — A Clinical 


Study of Psychophysiologic Reactions by 
Dr. Edward Weiss, Professor of Clinical 


Complete Relief in 3 Days 


PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 
PROMOTES ACIDURIC INTESTINAL FLORA 





Malt Soup Extract completely relieved in- 
tractable itching and burning in 80 per 
cent of a series of 46 cases of pruritus ani 
within an average of 3 days.’ 


BASED ON NEW RATIONALE 


In pruritus ani the stools are usually strongly 
alkaline. Malt Soup Extract encourages the 
growth of aciduric bacteria in the intestines. 
When this has been accomplished, the feces 
become soft, have an acid reaction, and 
intractable itching of the rectal region dis- 
appears. 
1. Brooks, L. H.: Use of Malt Soup Extract 
in Treatment of Pruritus Ani (American 


Proctologic Society, April, 1957. To be 
bublished.) 


BORCHERDT'S 
MALT SOUP EXTRACT 


Malt Soup Extract contains specially proc- 
essed non-diastatic barley malt extract neu- 
tralized with potassium carbonate. 


Dose: 2 tablespoonfuls twice daily. Take in milk. 
May also be taken by spoon or in water. Continue 
for 2-3 weeks, when perianal skin should be 
healed. Resume treatment if symptoms recur, 


Supplied: In 2 forms: Liquid, in 8 oz. and pint 
jars. Powder, in 8 oz. and 16 oz, jars (use heap- 
ing measure). 


MALT SOUP EXTRACT 


For samples and literature, write 


BORCHERDT COMPANY 
217 N. Wolcott Ave. Chicago 12, Ill. 
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bar. However, the newer thinking in psychiatry 
is also well integrated in the authors’ ap- 
proach. 

The gastroenterologist and proctologist will 
find two very fine chapters on the psychoso- 
matic manifestations related to the gastroin- 
testinal tract. The discussions on the irritable 
colon and on ulcerative colitis will be par- 
ticularly interesting to the proctologist. 


CLINICAL USE OF RADIOISOTOPES by 
William H. Beierwaltes, M.D., Associate 
Professor of Internal Medicine and Coor- 
dinator, Clinical Radioisotope Unit, Univer- 
sity Hospital, Ann Arbor, Philip C. Johnson, 
M.D., Assistant Professor of Internal Medi- 
cine and Chief, Radioisotope Unit, Veterans 
Administration Hospital, University of Okla- 
homa Medical School, Oklahoma City, and 
Arthur J. Solari, B.S., M.S. (Physics Instruc- 
tor in Radiation Physics, Department of 
Radiology, Radiation Physicist for Clinical 
Radioisotope Unit and Kresge Research 
Isotope Unit, University Hospital, Ann Arbor, 
—456 pages—126 illustrations—price $11.50 
—published by the W. B. Saunders Com- 
pany. 


This is an excellent teaching text, designed 
for the resident, the medical student and the 
specialist. The authors of the text have been 
teaching this material to technicians, medical 
students of the University of Michigan Medi- 
cal School, and in the form of preceptorship 
training to physicians in practice. They are 
therefore well qualified to write this text. 

The approach is basic, complete, and au- 
thoritative. 

There is an excellent section on the biologic 
effects of radiation. The chapter detailing with 
the starting and management of clinical radio- 
isotope units would also be of great interest 
to the average reader. 

This text is highly recommended for its 
specialized audience. 


THE SPECIALTIES IN GENERAL PRACTICE 


by Russell L. Cecil, M.D., Professor of 
Clinical Medicine, Emeritus, Cornell Uni- 
versity Medical School, Emeritus, Cornell 


University Medical College, New York City, 
and Howard F. Conn, M.D. Fellow Depart- 
ment of Physiology, Baylor University Col- 
lege of Medicine and the Blue Bird Clinic, 
Methodist Hospital, Houston, Texas—pages 
780—illustrations 76—published by the W. 
B. Saunders Company — price $16.00 — 
Second Edition. 


This continues to be a very fine book for | 


the general practitioner’s library. Each section 
is written by an authority in the field. 

The illustrations are unusually good both in 
number and quality. 

The section on proctology is written by a 
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Comfort the irritated 
surface with 


UucKs 








as a moist, soothing dressing, 


TUCKS are always ready, always 
comforting. TUCKS’ emollient med- 
ication stays in continuous contact 
with the wound without danger of 
overtreatment. 


TUCKS are especially indicated in— 
@ hemorrhoids and other anorectal 





lesions 

e. Iaet, y and ad, f, vy 

e following episiotomy; anorectal 
operations 


@ routine wound cleansing and dressing 


supplied: In economical jars of 40 and 
100—each with plastic envelope to 
hold a day’s supply. 


For a generous sample, write— 


be rersecrres COMPANY | 


Minneapolis 16, Minn. 
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BARR-SHUFORD 


RECTAL SPECULUM 


A practical instrument for 
clear, unobstructed examina- 
tions. Slot 114” long by 7%’ 
wide offers adequate area 
for surgery or injection.. 
Equipped with metal ob- 
durator for ease of insertion. 

Product of the largest 
American manufacturer of 
non-illuminated rectal spec- 
ula, retractors, hooks and 
probes. Available through 
reputable surgical supply 
dealers. 


; 
809 N.19th St., Phila. © 
MANUFACTURERS AND WHOLESALERS 
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BOOK REVIEWS 
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very fine general surgeon, Dr. Charles G. 
Child, III. It is interesting to see the general 
surgeon’s concept of proctology as it relates to 
the general practitioner. In the opinion of 
this reviewer the section is exceptionally good, 
very conservative, and entirely adequate for 
the general practitioner. 

The editing is obviously skillful, the book 
is well integrated, and it is highly recom- 
mended for every practitioner. 


PHYSICAL DIAGNOSIS by Simon S. Leopold 
M.D., Professor of Clinical Medicine, School 
of Medicine and Graduate School of Medi- 
cine, University of Pennsylvania. Second 
edition—pages: 537, illustrations 379 and 
25 color plates. Published by the W. B. 
Saunders Company—price $9.00. 


In his preface to the second edition the 
author states that “the major weakness of our 
young internists is in clinical examination and 
diagnosis”. There is no doubt that this text- 
book answers the need. 

Clinical examination can contribute more 
to diagnosis than most tests. This textbook 
will provide extra guidance for the internist, 
the medical student, and the general practi- 
tioner. 

It is very complete, very well written and 
well illustrated. 

Indeed, it is one of the best physical diag- 
nosis texts known to this reviewer. 


DISEASES OF THE LIVER edited by Leon Schiff, 
M.D., Ph.D., Professor of Clinical Medicine, 
University of Cincinnati, College of Medi- 
cine; Director, Gastric Laboratory, Cincin- 
nati General Hospital. J. B. Lippincott Com- 
pany, Philadelphia and Montreal. 1956. 738 
pages. 244 Figures. Price $16.00. 


An eminent list of contributors, and ex- 
cellent editing, make this one of the finest 
texts on liver disease. The subject is consid- 
ered in a very thorough fashion, both from the 
pathologic and the clinical viewpoints. Thus, 
it will be of interest to the general practitioner 
as well as to the internist and surgeon. 

This remarkable text presents a very com- 
plete review of present day knowledge of liver 
disease. The authors are particularly well 
qualified in their respective fields, and the 
editing is very good indeed. 

Although there is some overlaping in the 
presentations, the review effect is good for the 
reader. The book begins with a consideration 
of anatomy, physiology and _ biochemistry. 
Hepatic injury, the liver function tests, needle 
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biopsy of the liver, are all well presented. The 
section on jaundice, written by the Editor, is 
especially good. 

The newer material on viral hepatitis and 
toxic hepatitis are considered in detail. 

The text is very adequately illustrated, and 
one of the best presentations on liver disease 
known to this reviewer. It is highly recom- 
mended to the internist, the general practi- 
tioner and the general surgeon. 


SEXUAL HYGIENE AND PATHOLOGY by 
John F. Oliven, M.D. Psychiatrist to Van- 
derbilt Clinic, Columbia-Presbyterian Medi- 
cal Center, New York, Former Senior Psy- 
chiatrist, Bellevue Hospital and Mental 
Hygiene Clinic, New York, Instructor in Psy- 
chiatry, College of Physicians and Surgeons, 
Columbia University. Published by the J. B. 
Lippincott Company, Philadelphia, — price 
$10.00—481 pages. 


The second printing of this textbook ap- 
peared in 1955. Since Freud pointed out the 
particular significance of “sex” in emotional 
development, physicians have become increas- 
ingly aware of this factor in psychosomatic 
and general emotional disturbances. 

This text, however, deals with the problem 
from the viewpoints of personal health and 





hygiene, as well as the abnormal forms of 
sexual behavior. 

The first part considers sexuality in child- 
hood, next sexuality in the second decade, then 
sexuality of the normal adult, and _ finally 
sexual pathology. 

This book is obviously written for the physi- 
cian and will be of value in every-day clinical 
work. 

The text will be useful for reference for 
the general practitioner, the gynecologist, and 
all who wish to advise on matters of sexual 
hygiene and pathology. 


DIABETES MELLITUS—by Howard F. Root, 
M.D., F.A.C.P., and Priscilla White, M.D., 
Sc.D., F.A.C.P. by McGraw-Hill Book Com- 
pany, Inc. 364 pages, price $7.00. 


This is a useful type of book for the general 
practitioner. The relationship of diabetes 
mellitus and general medicine is well defined 
in the text. The complications of diabetes are 
carefully discussed. 

The Diet therapy is well outlined, and there 
is mention of the present research on oral 
treatment. 

The book is readable, sufficiently complete, 
and is extremely valuable for the general prac- 
titioner. 





PAINLESS*Rectal Surgery! 











The goal of the proctologist achieved: 








@ RECTOCAINE offers freedom from pain both before and after 
surgery! 


@ RECTOCAINE permits immediate ambulation! 
Proctology—Cantor) 


@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


RECTOCAINE 


The Oil Soluble Anesthetic of Choice. 


Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


C. F. KIRK Co., 521 W. 23rd St., N. Y. 11, N. Y. 
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Boxes of 6, 
25, or 100 5cc. 
sterile ampuls. 














Newer Medicinals 


Adrestat, Organon, Inc., Orange, New Jersey. 
Capsules and lozenges each containing 2.5 
mg. adrenochromesemicarbazone, 5 mg. 
sodium menadiol diphosphate, 50 mg. puri- 
fied hesperidin and 100 mg. vitamin C. 
Indicated for treatment of hemorrhagic dis- 
orders, control and prevention of bleeding 
in surgery and post-surgery. Dose: As di- 
rected by physician. Sup: Capsules in boxes 
of 30 and lozenges in boxes of 20. 


York. Tablets, each containing 5 mg. pred- 
nisolone. Indicated for treatment of rheu- 
matoid arthritis, respiratory allergies, allergic 
dermatoses, etc. Dose: As directed by phy- 
sician. Sup: Bottles of 100 and 1000. 


Rheastat, Vanpelt & Brown, Inc., Richmond, 
Virginia. Liquid, each fluid ounce of which 
contains 16.2 mg. phenobarbital, plus a 
combination of hyoscyamine sulfate, atro- 
pine sulfate, hyoscine hydrobromide, kaolin, 
pectin, sodium and potassium. Indicated 
for control of diarrhea and relief of in- 
flammations and acute upsets of the gastro- 
intestinal tract. Dose: As directed by phy- 
sician. Sup: Bottles of | pint. 


Albumisol, Merck Sharp & Dohme, Division of 
Merck & Co., Inc., Philadelphia 1, Pennsyl- 
vania. Parenteral, composed of 5% normal 
serum albumin (human) and 25% salt-poor. 
Indicated to regulate the volume of circulat- 
ing blood; in shock, burns, hemorrhage, etc. 
Use: As directed by physician. Sup: Vials 


seassnediaiasiaaenieion Senokot with Psyllium, Purdue-Frederick Com- 


pany, New York, New York. Granules, each 


B-Denose, B. F. Ascher & Co., Kansas City, teaspoonful of which contains 450 mgm. 





Missouri. Injectable, each cc. of which con- 
tains 25 mg. adenosine-5-monophosphoric 
acid 50 mcg. vitamin Biz, 10 mg. thiamine 
HCl, 25 mg. nicotinic acid. Indicated for 
treatment of varicose vein complications 
such as ulceration, edema, itching, etc., also 
for intense itching associated with other 
conditions. Dose: | cc. administered intra- 
muscularly once or twice daily. Sup: Multi- 
ple-dose vials of 10 cc. 


Hydeltrasol Topical, Merck Sharp & Dohme, 


Division of Merck & Co., Inc., Philadelphia, 
Pennsylvania. Lotion, each cc. of which 
contains 5 mg. prednisolone 21-phosphate. 
Indicated for various dermatological dis- 
eases. Dose: 2 or 3 daily applications to 
the affected area. Sup: Plastic squeeze 
bottles of "/p fl. oz. 


Oil Retention Enema, C. 8B. Fleet Co., Lynch- 


burg, Virginia. Mineral oil U.S.P. (135 cc.) 
contained in hand-size plastic bottle with 
attached pre-lubricated rectal tube (non- 
traumatic). Indicated for post-surgical re- 
lief of impacted feces or as directed. Dose: 
Complete contents of one unit for adults, 
Vz to 4 for children or as prescribed by 
physician. Sup: In single use plastic bottle. 


Prednis, Arlington-Funk Laboratories, Div. of 


U. S. Vitamin Corp., New York 17, New 


cassia acutifolia pods and 1.0 Gran psyliium 
husks. Indicated for treatment of constipa- 
tion. Dose: | level teaspoonful in full glass 
of water or milk once daily; chronic con- 
stipation, |"/2 teaspoonfuls daily. Sup: Con- 
tainers of 5!/p oz. 


Sigmol Enema, Pharmaseal Laboratories, Glen- 


dale, California. Sodium-free, non-irritating 
enema, each 120 cc. of which contains 43 
Gm. sorbitol solution NF and 0.12 Gm. 
potassium dioctyl sulfosuccinate. Pre-pack- 
aged, ready to use, in flexible disposable 
container. 


Sumycin Suspension, —. R. Squibb & Sons, 


Division of Olin Mathieson Chemical Corp.., 
New York 22, New York. Each teaspoonful 
contains 125 mgm. tetracycline phosphate 
complex. Indicated for common infections 
of the intestinal and gastrointestinal tract. 
Dose: | teaspoonful three or four times 
daily. Sup: Bottles of 60 cc. 


Trisogel Liquid, Eli Lilly and Company, In- 


dianapolis, Indiana. Aqueous suspension of 
aluminum hydroxide and magnesium tri- 
silicate. Indicated for treatment of peptic 
ulcer and gastric hyperacidity. Dose: As 
directed by physician. Sup: Bottles of 12 
ounces. 
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ORMAN OPERATING SPECULUM 


(“THE BIG INCH") 


A large speculum with plenty of room 
for instrumentation. A novel feature is 
the absence of a handle. Instead the 
flange is made wide encugh to be held 
conveniently at any point. 


The speculum measures ||/4" in diameter 
and is 4!/2" long. The slot is 11/16" wide & 
by 3!4" long. The end of the speculum 
slopes to reflect illumination to the oper- 
ative area. The flange is 15/16" wide. 
The entire instrument is chrome plated. 


PR1I0355. Orman Operating Speculum. 


$20.00 











NEEDLE EXTENSIONS 


Carried in stock as listed below. Special lengths or fittings can be supplied 
"to order". All are chrome plated. 


PR11770. SCREW syringe to SCREW needle, 3"... .$0.75, 4"... .$0.75, 5"... .$1.00 
PR11771. LUER syringe to SCREW needle, 3".... .75, 4".... .75, 5".... 1.00 
PR11772. SCREW syringe to LUER needle, 3".... .75, 4".... .75, 5".... 1.00 
PR11773. LUER syringe to LUER needle, 3".... .75, 4".... .75, 5".... 1.00 














BARR'S DOUBLE-END CRYPT HOOK 


— sd 


mci KTS a ea scale tesa * 


STAINLESS STEEL . Made of tempered Stainless steel. Single instrument 
provides two sizes of hooks, small for searching small fistulae, large for operating. 
(Illustration is half size. Tips of hooks are grooved to carry ligature. Length, 10”. 


PR10671. BARR'S Crypt Hooks, each . . . $7.50. 


Also available 6" long. Hook sections are 2!/2"" long with a |" handle between. 
JPRI0671, each... $7.50. 
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Metamucil stimulates normal 


peristalsis and produces soft, easy stools. 


D3 ilies cdi 


*“Smoothage”’ management with 


Metamucil may be continued indefinitely, 


RE, 


without the use of irritant laxatives, 


in every type of constipation. 


METAMUCIL 


psyllium hydrophilic mucilloid with dextrose 
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1 TASHAN CREAM 





for Pruritus ani 
Anal fissures 


Anal irritation and 
excoriation due to diarrhea 


Proctitis 
Hemorrhoids 
Post-hemorrhoidectomy 








You'll like tt 
and so will the patient 


Tashan Cream soothes, 

softens, stimulates healing — 
contains vitamins A, D, E, and 
d-panthenol in a non-sensitizing, 
cosmetically pleasing, 
absorptive cream base. 

In tubes, 1 oz. 


TASHAN® Cream 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Ine 
Nutley 10, New Jersey 
407 








Aurelia ourito, common “moon” jelly fish 
(99.99% woter) 





Mucilose—hydrophilic, water binding, nondigestible hemicellulose — 
provides the bland demulcent, nonirritating bulk required for normal 
stool formation, normal peristalsis, normal elimination. 


Mucilose is nonallergenic, produces no leakage, 
does not interfere with digestion 
or absorption of nutriments 


and vitamins. Is free from : iz 
inert dextrose ; gg ; 
diluent. a ° & 


Easy to take e economical FLAKES Coucentiated 
1 or 2 teaspoonfuls ; 
with 1 or 2 glasses of 
water twice daily 
(breakfast and bedtime). 


. 
(| )uthnep LABORATORIES 
NEW YORK 18, N. Y. Mucilose Flakes Concentrated, 4 oz ond 16 oz. 


Mucilose, trademork reg. U. S. Pot. Off. 
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anew 
fobba-lerntepel 


in 


surface 


anesthesia 


Not a "caine" derivative. 
Good relief was provided 
in more than 15,600 case 
studies. Sensitization was 
negligible, and neither 


toxicity nor cross—sensi- 


tization was observed. Obbcott 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-—still FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor sites, 

each dressed half with FURACIN gauze, half with petrolatum 

gauze. Use of antibacterial FURACIN Soluble Dressing, 

with its water-soluble base, resulted in more rapid and 

complete epithelialization. No tissue maceration occurred 

in FURACIN-treated areas. There was no sensitization. 
Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957 


FURACIN ° e e e brand of nitrofurazone 
the broad-range bactericide that is gentle to tissues 


spread Furacin Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FuRACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and wate~ 
EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials— , AT, 
neither antibiotics nor sulfonamides ee 


THE AMERICAN JOURNAL OF PROCTOLOGY 
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The Official Journal of Proctology, Gastroenterology and Allied Subjects 
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CONTRIBUTIONS Manuscripts for publication should be addressed to the Editor-in-Chief. 
Articles are accepted for publication with the understanding that they are contributed solely 
to this publication, When possible, two copies of the manuscript should be submitted. 
References should be compiled in accordance with the style used by the Quarterly Cumulative 
Index Medicus of the American Medical Association. The publishers will have up to four half- 
tones or line cuts made without expense to the authors. Reprints will be supplied the authors 
rw illustrations prepared by the publishers may be purchased by the authors 
if desired. 
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IMPORTANT 
THERAPY 


with 
( Ypeiile Spica Dang 


in Khraurosis Vulvae 
Pruritus Vulvae Et Ani 
Postmenopausal Vaginitis 
Senile Vaginitis 


Hist-A-Cort-E... 


IW EXCLUSIVE 


ACID MANTLE! 
VEHICLE ACID MANTLE® Hydrocortisone - 


Estrone-Pyrilamine Maleate-Synthetic Vitamin A 
providing 

Epithelium Regenerative 
Antiinflammatory 
Antipruritic 


Antikeratotic action 





Antiallergic 
Antihistaminic 
Normal-Vaginal- and 

Anal-Tract- pH-Restorative 
eee ‘ Sig: Apply twice daily—Supply: 1 oz. tubes 


7 
Samples and literature on request wi 


ple}, | | Cherritale Pec 109 WEST 64 ST., NEW YORK 23, N.Y. rey) 


665 N. Robertson Blvd, Los Angeles, Calif In Canada: 2765 Bates Rd.; Montreal P.Q 
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when bowel motility is adequate 


Capsules 


Colace | syrup 


diocty! sodium sulfosuccinate, Liquid (drops) 
Mead Johnson 


softens stools without laxative action 


By its surface-active properties, Colace increases the 
wetting efficiency of intestinal water and promotes 
formation of oil-water emulsions. It keeps stools 
soft for easy passage without laxative action, without 
adding bulk and without undesirable side effects. 
Hence it can be used safely for prolonged periods in 
patients of all ages. 





‘amilfyr management of constipation 


when bowel motility is inadequate 


Peri-Colace | Sc°s'* 


peristaltic stimulant — stool softener, 
Mead Johnson 


softens stools and stimulates peristalsis 


For synergistic effect, Peri-Colace combines Colace 
with a new, mild peristaltic stimulant, Peristim 
(standardized preparation of anthraquinone deriva- 
tives from cascara sagrada). Because Colace softens 
the stool, only a small amount of stimulant is needed 
for gentle action—usually within 8 to 12 hours. And 
side effects are minimal. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 








NOW! 


EXCLUSIVE 
AUTOMATIC 
TILT on the 





Proctologic Table 





Again, Ritter saves you more energy... 
more time for efficient treatment of your 
patients. The zew Ritter Type 7-D-41 Proc- 
tologic Table brings you smooth, effortless, 
automatic hydraulic tilt. A light touch of the 
toe tilts this Ritter table to the exact position 
you wish. Both hands are left free to reassure 
your patient. Table is returned smoothly and 
quietly to horizontal by a touch of the toe. 
The automatic tilt mechanism is incorporated 
with the hydraulic base and has the same 
reliable smooth operating qualities. 


Compare these Ritter features... 

e@ Automatic, hydraulic base and tilt mechanisms. 

e Full 18 inch elevation range . . . 29” to 47”. 

e@ Maximum head-low of 50°. 

e@ 180° ratation. 

e New side panels improve appearance and protect 
patient. 

e Table top 20” wide . . . meets all requirements, 
saves valuable treatment room space .. . offers 
greater accessibility to patient. 


Own this new Ritter Table for about a dollar 
per office day under the Ritter Professional 
Equipment Plan. Ask your Ritter dealer for 
complete details or write the Ritter Compa- 
ny, Inc., 3136 Ritter Park, Rochester 3, N. Y. 
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only Ritter 
makes it so easy... 


COMPARE THESE RITTER FEATURES 





A light touch of the toe and the table tilts 
to the treatment position you wish. 





Another touch of the controls with the toe and 
the table returns smoothly to horizontal. 
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WHAT TOPICAL ANESTHETIC 
; HAS BEEN SHOWN TO BE 
, MOST EFFECTIVE ? *° 













& HAS BEEN SHOWN 10 BE 
LEAST TOXIC—LEAST 






















Benzocaine is “the best topical anes- 
thetic.""! 

Benzocaine is the least toxic of ten 
topical anesthetics tested.2 
“Superior to two popular topical an- 
esthetic preparations."’3 

No sensitivity exhibited by any of 


1809 patients in published clinical Americaine Topical Anesthetic Ointment 
8 








studies, 2: 4, 5, 6, 7, provides a unique weapon for the proctolo- 
; ee gist for fast, prolonged relief from post- 
Siology, 5:470-490 operative procedures, as well as from pain 
2. Adriani, J.: Pharmacology of Anesthetic eg Biss . ce 
4 Drugs, Ed. 1941 and itching pre-operatively and in non- 
5 gy oe operative cases. Only Americaine contains 
4. White, C. J. and Madura, J. W.: Post- H H °, 
wun eek. nie ae the unusually high concentration of 20% | 
5. Horwitz, 8.: Am. J. Surg., 81:81 dissolved benzocaine—a simple, potent for- 
: 6. Finkel, M. et ol: Ind. M. & S., 17:12 ° *. i 
7. Loibe, J. E. F.: Ill. Med. J., 102:266 mula—for more profound topical anesthesia. 
8. Byrne, J. E.: Surg., Gyn., Ob., 98:250 


sci 


TOPICAL ANESTHETIC OINTMENT i. 





Contains: Jt 
Ethyl-p-aminobenzoate (benzocaine) ................+ 20% 4) 
MORPUINIINE MEOUID «0's. 5.570 <'el4:9i9.0:0'¢ 6.ncs06ie ae sales 0.39% hnoul 
In a bland, water-soluble base. aocens sO” 


ALSO AVAILABLE: 
-AMERICAINE AEROSOL 
, 


atic spray-on topical anesthetic. 
, non-traumatizing application 
to areas of excruciating pain. 


















AMERICAINE LIQUID— 


For instillation into cavities and 
canals. 


ARNAR-STONE LABORATORIES, INC., Mount Prospect, Illinois 
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Available in 1 Oz. tubes 
and 1 Ib. jars. 

















A more potent, 


more effective, | 
Ol 
lower-dose 1 
: re 
With a powerful new adsorbent —having five 
times the adsorbent action of kaolin © 


_.. With two synergistic antibiotics—having a more q 

- effective antidiarrheal spectrum (with systemic ab-& 

sorption so minimal as to preclude toxicity)  § 

With increased potency—for greater —— i 

effectiveness, smaller dose ft 

- With refreshing taste — for acceptability in all 
age groups 














‘ .) 
Philadelphia 1, Pa. 








PoLymacma is the result of significant new findings in 
antidiarrheal research. Providing powerful individual and 
collective actions, the PoLymMacmMa components include 
‘CLaysorB—a newly discovered adsorbent that is five 
times as active as centuries-old kaolin. PoLYMAGMA con- 
tains two complementary antibiotics with proved speci- 
ficity against many strains of intestinal bacteria, as well 
as demonstrated synergistic effect. PoLyMAGMA is a 
"distinct improvement in antidiarrheal agents. It is dis- 


alleled adsorptive removal of irritants and 

vacteri fexine 
Potent synergistic antibacterial attack essentially 
| free from the risk of inducing sensitization to systemic 
. Soothing physical protection of the intestinal mucosa 





(Activated 1 Attapulgite, 2p gite, Wyeth) in Alumina Gel 


“> *Trademark 















In 50,000 asymptomatic cases in 
which proctosigmoidoscopy was 
accomplished, Portes and Majar- 
akis report that polyps were 
found in 3,952 cases of which 328 
were malignant. 19 cases of rectal 
cancer were also found. They state: 















In order that premalignant polyps may be discov- 
ered early, proctosigmoidoscopy should be an essen- 
tial step in every general physical examination. 










1. Portes, C. & Majarakis, J.D.: 
J.A.M.A. 166:411 (Feb. 9) 1957 


All the instruments required for complete rectal 
examination are included in this Welch Allyn No. 
318 set. The sigmoidoscope and proctoscopes are 
of advanced design, brilliantly illuminated, free 
from specular reflection, durable and trouble-free. 
The anoscope is self-illuminated; biopsy forceps are 
the new “full grip” type. Ask your surgical supply 
dealer to show you this excellent set. 


WELCH fALLYN 


ELECTRICALLY ILLUMINATED DIAGNOSTIC INSTRUMENTS 
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17 . J , 
An established systemic hemostat 





drenosem’ 


SALICYLATE* 


(Brand of carbazochrome salicylate) 


effective in virtually every operative procedure 





The reports of numerous investigators have established the effectiveness of 
Adrenosem Salicylate in the control of bleeding. It has been used prophylactically 
and therapeutically in virtually every operative procedure. Following are some of the 
procedures and conditions where its usefulness has been demonstrated: 


Tonsillectomy, adenoidectomy and nasopharynx surgery ALSO: 

: Idiopathic purpura 
Prostatic, bladder and transurethral surgery Epistaxis 

: . ° : Retinal hemorrhage 
Excessive postpartum bleeding and uterine bleeding ohnaaanids 
Thoracic surgery Hemoptysis 

‘ Familial telangiectasia 

Plastic surgery Pulmonary bleeding 

. ° ° Metrorrhagia and 
Gastrointestinal bleeding menorrhagia 





*U.S. Pat. 2581850; 2506294 


S. E. MASSENGILL 


Bristol, Tennessee 
New York . Kansas City * San Francisco 











ESMSREES 


One of the many uses of drenosem’ 


SALICYLATE 


Adrenosem Salicylate is useful in every operative proce- 
dure where bleeding and oozing are problems. This hemostatic 
agent controls blood loss by maintaining normal capillary 
permeability and by promoting the retraction of severed 
capillary ends. : 


One clinician states: ““At the recommended dosage levels 
there are no contraindications. Patients treated for more than 
two years show no toxic effects attributable to the drug.””! 


Adrenosem Salicylate is supplied in 


1. Riddle, A.C., Jr.: Adrenosem Amp uls 
Salicylate: A Systemic Hemostat, Tablets 

Oral Surg., Oral Med., Oral Path. 

6:617 (June, 1956). and as a Syrup 


Vaginal hysterectomy. Vaginal hysterectomy. 
Without Adrenosem. Note bloody field. With Adrenosem. Note dry field. 





Write for comprehensive illustrated brochure de 


scribing the action and uses of Adrenosem Salicylate 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
New York ° Kansas City e San Francisco 


ESmBREES 


minimizes 
patient 
discomfort 





ANESTHETIC LUBRICATING JELLY 


A sterile surgical lubricant possessing 
prompt local anesthetic properties. Non- 
irritating — water soluble. 


Recommended for use in catheterization, 
endotracheal introduction, proctoscopy, 
cystoscopy and other similar uses. 


j © J&J 1957 









e@ prompt relief 


e rapid healing 







e low concentrations needed 









e excellent tclerance 


e low cost 






DOSAGE 
Apply lightly and sparingly 


three times a‘day 









SUPPLY 
Florinef-S Lotion, 0.05 










and 0.1° 
RoW oom o) Fld elom-te101-1-74-m ole) Ga --) 
Florinef-S Ointment, 0.1 
5 Gm. and 20 Gm. tubes 











Also available 
Florinef Lotion, 0.05 0.15 
RoW oom o) F-1-3 lom-te01-1-74-m ole) adi -t-) 
0.2 





, 0.2 









Florinef Ointment, 0.1 
oo Tas Per-Lale 40m Cleat de] ol-1 


ftlorinef- 


FLORINEF (SQUIBB FLUDROCORTISONE ACETATE) WITH SPECTROCIN (SQUIBB NEOMYCIN-GRAMICIDIN) 












the most effective antipruritic, anti-inflam- . 
matory agent known, plus antibacterial 


Vou dtolam-lel-Ulal-1a-1-lelelalel-Un a ey-lead-lal-lmiahZ-lel-1a— 


Squibb Quality—the Priceless Ingredient 















victims of 


pent fastition 


are effectively treated 


















Bidrolar. * 








Bidrolar combines a natural laxative with an effective stool 
softener. It provides effective combination therapy without the use 
of irritating bowel evacuants and without the disadvantages and 
lack of peristaltic action noted with the use of stool softeners alone. 





Each Bidrolar tablet provides ox bile, 60 mg.—a peristaltic 
stimulant that produces natural laxation without irritating the 
bowel .. . and dioctyl sodium sulfosuccinate, 40 mg.— an 
effective stool softener that keeps feces soft for easy evacuation. 


in focal frustiation Bidrolar is naturally better 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY: KANKAKEE, ILLINOIS 
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New Product 





CONTROL 
BLEEDING 
daring and 
afier ungery 


rAT 


(ORGANON) 





A COMPLETE SYSTEMIC HEMOSTAT 


Adrestat complements the surgeon's skill by providing a new concept 
in the control of operative and postoperative bleeding. It promotes re- 
traction of severed capillary ends and controls capillary bleeding and 
oozing; prevents bleeding due to hypoprothrombinemia; and prevents 
or corrects abnormal capillary permeability and fragility. Indicated 
in virtually every surgical procedure and in hypoprothrombinemia. 


AVAILABLE: 


ADRESTAT capsules and lozenges, each containing: 
Adrenochrome Semicarbazone 2.5 mg 


(present as Carbazochrome Salicylate*, 65.0 mg) 
SOM PACNOMION DIDRGSPNGHS ...................---0000sccs.00ssvercossedosecsscoscesseorsesessoscsencune 5.0 mg 
(Vitamin K Analogue) 
Hesperidin, Purified 
Ascorbic Acid 100:0 mg 


Capsules in boxes of 30; Lozenges in boxes of 20 


ADRESTAT (F) —1-cc ampuls, each containing: 
5 mg Adrenochrome Semicarbazone (present as Carbazochrome Salicylate*, 130.0 mg) 
Boxes of five 1-cc ampuls 


ORANGE, N. J. 


*Pat. Nos. 2,581,850; 2,506,294 
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suppose 

it isn’t 

just 
hemorrhoids 


to avoid the ‘‘masking effect’’ 


When the patient’s fears or your own suspi- 
cions call for more extensive proctologic in- 
vestigation, it becomes especially important 
to avoid the type of therapy which might 
mask serious pathology. In such cases, Anusol 
suppositories provide safe medication. 


So safe. Anusol contains neither analgesic nor 
anesthetic agents which might mask serious 
pathology. Diagnosis and treatment of coex- 
isting disorders are not impeded. 


So effective. Almost directly upon insertion, 
Anusol relieves pain and pruritus. Control of 
rectal distress is continuous and prolonged. 


Anusol provides a safe, proven combination 
of ingredients which shrink swollen mem- 
branes, control inflammation and aid in the 
healing process. Anusol facilitates the passage 
of irritating fecal bulk through the trauma- 
tized area and does not produce the rectal 
anesthesia which often aggravates concurrent 
constipation. 


Dosage: One suppository, morning and night, 
and after each bowel movement. 


Packaging: Boxes of 6, 12 and 24 individually 
foil-wrapped suppositories. 


Anusol............ 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 








anti-inflammatory . ... bactericidal 


CORTISPORIN 


For infected, or potentially infected, inflammatory 





conditions of the eye (anterior segment), ear and skin 
VIRTUALLY NON-SENSITIZING 


CORTISPORIN’ i202 OINTMENT 


Each Gm. contains: ‘Aerosporin’™® Sulfate Polymyxin B Sulfate 5,000 Units; 
Bacitracin 400 Units; Neomycin Sulfate 5 mg.; 
Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in applicator tip tubes of % oz. and % oz. 


CORTISPORIN’ sana OTIC DROPS 


Each ce. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 10,000 Units; 
Neomycin Sulfate 5 mg.; Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in sterile dropper bottles of 5 cc. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 





RN TROO RO a AEA, IRS 5 


™ 





single 
sulfonamide 
specifically for 
urinary tract 
infections 


divect / effective 


‘THIOSULFIL: 


Brand of sulfamethizole 


greater solubility 
means rapid 
action with 
minimum side effects 


AYERST LABORATORIES 
New York, N. Y. « Montreal, Canada 
5652 





LETTERS 


TO 
THE EDITOR 


Dear Doctor: 


In your interesting textbook, A Hand- 
book of Psychosomatic Medicine—With 
Particular Reference to Intestinal Dis- 
orders, you say, “Psychosomatic medi- 
cine is medicine.” 

Do you mean by this that every dis- 
ease—including cancer—is psychoso- 
matic? I realize that this is a loaded 
question, but if your statement is to be 
taken literally, it has profound and far 
reaching implications and consequences. 

Sincerely, 


M.D., New York 


Dear M.D.: 


This statement is to be taken com- 
pletely literally. There is no disease— 
including cancer—that is not psychoso- 
matic. The term psychosomatic is often 
misused to indicate a disease of strictly 
emotional origin. This usage indicates a 
lack of understanding of the true mean- 
ing of the term psychosomatic. It is im- 
possible to disassociate mind and body. 
Any such separation of mind and body 
is artificial and does not exist in nature. 

Therefore, any disease influencing 
any part of the body influences at the 
same time the mind, and vice versa. This 
leads us to the inevitable conclusion that 
all disease is psychosomatic. 

As I have indicated in the introduc- 


—Concluded on page 473 
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“On the basis of the results obtained in 


our group of patients the most satisfactory 


régimen for the treatment of persisting 


chronic functional constipation consists of 


a 


an initial regimen of . . . Doxinate with 


bo — 


Danthron for one to three weeks; then con- 


DEG | M EN tinued administration of [Doxinate 
240 mg.) . . 1 ] ; 


answers every constipation need 


. for a period of eight weeks 


294 


or as required. 














The Doxinate* Family provides constipation management by means 
of the re-establishment of normal bowel habits. 

The Doxinate Regimen enables the physician to prescribe both initial 
and continuing therapy for all types of constipation. 





*The Original Diocty!l Sodium Sulf inate for Fecal Soft 





DOXINATE WITH DANTHRON (DOXAN) 


for initial treatment in chronic functional constipation. Danthron 
(1,8-dihydroxyanthraquinone) 50 mg., a gentle, purified, synthetic 
emodin laxative, supplements the fecal softening action of Doxinate 
(dioctyl sodium sulfosuccinate) 60 mg. without habituation or toler- 
ance. The synergistic action permits a significantly reduced dosage 


and results in soft stools gently stimulated to evacuation. 








DOXINATE 240 MG. 


for maintenance therapy. This optimal once-a-day dosage form 





provides fecal softening for restoration of normal bowel habits. 





DOXINATE 60 MG. AND 
DOXINATE SOLUTION 5% 


offer fractional dosage for decreasing therapeutic support and for 





children. 








e Doxinate with Danthron (brown capsules) e Doxinate 60 mg. (green capsules) 
© Doxinate 240 mg. (yellow capsules) © Doxinate Solution 5% 


1. Brusch, C. C., in press 





LLOYD BROTH ERS, INC. CINCINNATI 3, OHIO 











(Vol. 8, No. 6) DECEMBER, 1957 





(CHLOROPROCAINE HYDROCHLORIDE) 


the new local anesthetic 


more potent...yet less toxic / than procaine 


/ 


SWIFT ONSET “Sensory anesthesia was complete within 
6 to 10 minutes.” 


GREATER SAFETY “Its [Nesacaine] chief virtue appears to be 
its relative non-toxicity. [No reactions in 350 
anesthetics. }” 


HIGH DIFFUSIBILITY “The almost instantaneous onset of anesthesia... 
is caused by the increased penetrating capacity 
[of Nesacaine] .. .”8 


MAXIMAL “Nesacaine ... was found effective . .. it would appear 
EFFICACY to be the best agent for use as a local anesthetic.”? 


1, Colavincenzo, J. W., and others: Pennsylvania M. J. 59:338 (March) 1956. 
2. Ansbro, F. P., and Furlong, R. E.: Adelphi Hosp. Bull. 15:2 (May) 1957. 
8. Foldes, F. F., and McNall, P. G.: Anesthesiology 13:287 (May) 1952. 


In 30cc multiple dose vials— In 30cc single dose vials— 


1% Nesacaine for infiltration and 8% Nesacaine for caudal and 
field block epidural block 
2% Nesacaine for regional block 


OL f 
Mattie MALTBIE LABORATORIES DIVISION / WALLACE & TIERNAN INC. 
—_ Belleville 9, N. J. 
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ARTHUR B. WEIN, M.D. 
Washington, D. C. 


COCCYGODYNIA. 


Operative and Non-Operative Management 


As Related to the Proctologist 


Pain related to or associated 
with the coccyx is known as coccygo- 
dynia. Where structures other than the 
coccyx are involved, the term pelvic 
myoneuralgia is used. Statistically the 
traumatic origin of this condition is the 
least common. 

The coccyx is a small vestigial tri- 
angular terminal segment of the spine. 
It is usually made up of four or five 
incompletely developed vertebrae which 
are joined with the sacrum. These ver- 
tebrae may be found separated or fused. 
The lateral margins of the coccyx serve 
for attachments of the sacro-tuberous 
ligament and for the attachment of 
muscles of the pelvic floor. 

The muscles of the pelvic floor are 
the pyriformis, the coccygeus and the 
levator ani. 

@ The pyriformis arises from three 
digitations located between the first. 
second, third and fourth anterior sacral 
foraminae. It is found to lie in the 
greater sciatic foramen and insert onto 
the upper border of the greater tro- 
chanter. 

@ The coccygeus muscle arises from 
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the ischial spine and sacrospinous liga- 
ment and inserts into the coccyx and 
the lowermost segment of the sacrum. 

@ The levator ani is attached to the 
inner surface of the side of the lesser 
pelvis and unites to form the greater 
part of the floor of the pelvic cavity. It 
is divided into two segments, the pubo- 
coccygeus and ileococcygeus portions. 
Its main function is to support the 
pelvic viscera. 

The nerve supply for this area comes 
from the anterior divisions of the fifth 
sacral and the coccygeal nerves which 
form the coccygeal plexus. A single 
median sympathetic ganglion is known 
as the coccygeum impar located on the 
anterior surface of the coccyx. This 
ganglion unites with the fifth sacral and 
coccygeal nerve to form an extensive 
These filaments innervate the 
levator ani, coccygeus. gluteus muscles 


plexus. 


and the sphincter ani. They also inner- 


Presented at the Ninth Annual Teaching 
Seminar of the International Academy of Proc- 
tology, April 29-May 2, 1957, The Plaza, New 
York, New York. 
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vate the sacro-coccygeal joint and liga- 
ments. The pyriformis is supplied by 
the anterior division of the third and 
fourth sacral nerves. It is important to 
remember that the sciatic nerve leaves 
the pelvis through the greater sciatic 
foramen below the pyriformis muscle 
because there are numerous anatomical 
variations in the relationship between 
the pyriformis and the sciatic nerve 
which help in the differential diagnosis 
of coccygodynia. 

Spasm of the puborectalis and pubo- 
coccygeus portion of the levators is the 
primary factor in the troublesome syn- 
The 
muscular spasm pulls the coccyx for- 
ward, with resultant acute flexion of the 
coccyx, leading to the typical symptoms 


drome known as coccygodynia. 


of coccygodynia: pain on sitting, low 
back pain, gluteal pain, and pain radiat- 
ing down the back of the thighs, and 
frequently pain with bowel movements. 
This often leads to the development of 
constipation. In this syndrome, the pain 
usually begins as a sense of weight or 
heaviness which first involves the low 
back region. The discomfort gradually 
becomes more severe and progresses to 
an aching pain centering in the coccyx 
or sacrum, frequently radiating up into 
the rectum, laterally into the buttocks 
and occasionally down the thighs. The 
characteristic pain is severe, continuous. 
throbbing, and is commonly brought on 
by prolonged sitting. 

The pain associated with coccygo- 
dynia may have the following refer- 
ences: 

® Coccygeal pain. The patient finds 
more comfort in an upright position 
because he can shift the pressure from 
the coccyx to the ischial tuberosities 
and the gluteus musculature. 


@ Rectal pain. This is a chief com- 





plaint in at least ninety percent of the 
cases. There is a throbbing pain which 
is aggravated during defecation. 
® Supra-gluteal pain. This pain is 
associated with radiation down the 
thighs. 
® Lumbar pain. This is the type of 
pain associated with sprains in the lum- 
bo-sacral area which are localized pains. 
No radiation into either lower extrem- 
ity. 
© Perineal pain. This pain is asso- 
ciated with the genitalia. 
® Pelvic pain. The patient feels a 
fullness within the pelvis. When a pa- 
tient complains of coccygodynia, an 
investigation as to the differential 
diagnosis should be undertaken. The 
I. TUMORS 
following classification may be helpful. 
A. Bone Tumors 
© Chordoma. This is a tumor of 
the primitive notochord. It is 
slow in growth, but progressive 
despite surgical excision. It in- 
vades and destroys bone by 
direct extension. It is resistant 
to x-ray therapy, and in ten 
percent of the cases there is 
metastasis to the lymph nodes, 
the liver and lung. 

On digital examination in 
cases of sacro-coccygeal chord- 
oma a mass is usually found. If 
it is anterior, it pushes the 
rectum forward. Only by digi- 
tal-rectal examination can this 
tumor be found. If the mistake 
is made of examining the pros- 
tate only, a sacral chordoma 
may be overlooked. 

© Giant Cell Tumors. This is a 
common bone tumor character- 
ized by multiple cysts. The 
microscopic examination shows 


434 THE AMERICAN JOURNAL OF PROCTOLOGY 














large giant cells within a 
stroma which determines the 
classification into benign or 
malignant varieties. 

© Hydatid Disease of the Bone. 

e Ewing’s Presacral Tumor. 

© Reticulum Cell Sarcoma. 

© All Metastatic Tumors. 

B. Nerve Tumors 

¢ Tumors of the cauda equina 
such as ependymoma. A lum- 
bar puncture will show a tre- 
mendous increase in the total 
protein to aid in the diagnosis. 

@ Peripheral nerve neurofibro- 
mata. 

© Meningoceles. 

© Glomus Coccygeum. This rare 
tumor is located between the 
sacrum and the coccyx. It is a 
non-chromophin _ paraganglio- 
ma described by Smetna. 

C. Pelvic Tumors. All tumors of the 
pelvic organs whether primary 
or of metastatic origin. 
© Teratoma. 
© Malignant Melanoma. 
© Metastatic Tumors. 

D. Fat Tumors: Subfascial fat de- 
posits have frequently been found 
to be the cause of coccygodynia. 
Local infiltration of novocain 
with relief establishes this diag- 
nosis. 

Il. INFLAMMATION 

A. Males 
¢ Urethritis 
© Seminal vesiculitis 
© Prostatis 
© Cystitis 
e Anal fissures, hemorrhoids, 

proctitis 
@ Pilonidal cysts 
e Anorectal abscesses 
a. Supralevator abscesses. 
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These abscesses are uncom- 
mon. They are located be- 
tween the levator muscles 
and the peritoneal reflection. 
The large supralevator spaces 
allow abscesses to obtain 
tremendous size before pain 
is noted. Severe chills and 
prostration are the first 
signs. Rectal discomfort is 
then experienced. The pel- 
vic peritoneum becomes in- 
volved by direct extension. 
Digital examination reveals 
tenderness, induration and 
bulging on the postero-lat- 
eral walls. 

e Mural. 

© Pelvirectal. 

© Retrorectal. 

.Infralevator abscesses. 

© Cutaneous. 

@ Subcutaneous. 

© Ischioanal. 


— 
i=) 


B. Females 
® Cervicitis 
© Endometriosis 
© Salpingitis 
® Cystitis 
© Vaginitis 
e Anal fissures, hemorrhoids, 
proctitis 
@ Pilonidal cysts 
e Anorectal abscesses (as above) 
Ill. TRAUMA 
A. Direct trauma, i.e., fall, kick, etc. 
e Ruptured intervertebral discs 
e Fractures and dislocations 
B. Childbirth 
© Fractures and dislocations. 
® Perineal soft tissue trauma. 
IV. CONGENITAL CONDITIONS 
A. Spondylolisthesis 
B. Pilonidal sinus 


C. Spina bifida 








D. Meningoceles 
V. PSYCHOGENIC 
A. Hysterical neuroses 
B. Proctalgia fugax. This condition 
and its treatment will be dis- 
cussed later in this paper. 

In most cases of fracture of the coc- 
cyx or dislocation of the sacro-coccygeal 
joint there is usually pain and tender- 
ness over the area of the bone. A rectal 
examination elicits tenderness over the 
anterior surface of the coccyx. In the 
severely acute cases complete rest in bed 
may be necessary and the use of a bed- 
board for support. Strapping the but- 
tocks tightly may give excellent relief. 
Also the use of a scultetus binder has 
been found to be very helpful for relief. 
This strapping, if found effective, should 
be continued for three or four weeks. 
The adhesive strapping may be replaced 
by a tight pelvic girdle. Hot tub baths 
two or three times a day and even daily 
warm enemata are sometimes helpful. 
Suppositories of opium and coca butter 
have been used. 

Further conservative treatment con- 
sisting of hot Sitz baths. the use of a 
rubber ring, or foam rubber cushion, 
and the oral administration of meproba- 
mate, otherwise known as Equanil, has 
been found to be very effective in ade- 
quate doses. The local injection of an 
anesthetic may also be tried. If after 
several weeks, conservative treatment 
fails, then coccygectomy is justified. If 
failures result from coccygectomy per- 
formed because of a fracture or disloca- 
tion, then the lumbo-sacral and the 
sacro-iliac areas are usually at fault. It 
is, therefore, a wise policy to rule out 
lumbo-sacral or sacro-iliac pathology 
before doing a coccygectomy. 

In certain cases of an insidious onset 
nodules have been palpated in the mid 





sacral region. These are extremely 
sensitive to pressure. Local anesthesia 
into this soft tissue just below the deep 
fascia gives relief. A pathological de- 
posit of sub-fascial fat can be removed 
when the therapeutic block is positive 
and provide permanent cure. 

It was Thiele who demonstrated the 
relationship between coccygodynia and 
tonic spasm of the levator ani, coccygeus 
and in some cases pyriformis muscle. 
The pyriformis spasm is difficult to de- 
tect because of its distance from the 
anus. Dr. Granet was able to palpate 
well developed bursae in the lateral 
pelvis between the pubococcygeus and 
the ileococcygeus portions of the levator 
ani. They averaged about 0.5 x 1 x 2 
cm., were flat, oval, crepitant, and ex- 
quisitely tender during the acute phase 
of coccygodynia. Thus it can be under- 
stood that with an inflamed bursa a 
great deal of muscle spasm can result, 
pulling the coccyx forward and creating 
rectal and low back pain. 

When coccygodynia is the result of 
this type of muscle spasm, the technique 
described by Thiele can be followed for 
specific treatment. The patient is placed 
in Sim’s position with the operator’s 
gloved finger inserted full length into 
the rectum. 

“The latero-posterior pressure will 
place its flexor surface horizontally 
across the surfaces of the levator ani 
and coccygeus muscles almost at a right 
angle to their fibers. These muscles are 
massaged in the long direction of their 
fibers in the same manner that a strop 
is stroked by a razor. Massage is begun 
lightly. This is necessary because one 
does not wish to traumatize the extreme- 
ly tender spastic muscles. As the patient 
makes subsequent visits, massage is 
made with increasing pressure.” 
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Two minutes of active massage to 
each side is adequate. Massage is fol- 
lowed by short wave diathermy applied 
to the sacral region with sedative heat 
for about twenty minutes. The use of 
meprobamate orally is very important 
ior maintaining continued muscle re- 
laxation. Usually six treatments given 
every other day are sufficient. The 
treatment can be carried on at longer 
intervals until there is complete freedom 
of symptoms. 

The injection of an oil-soluble an- 
esthetic agent may be used at times 
where massage has failed. The injection 
of approximately 5 cc. into the muscle 
levator ani adjoining the coccyx on 
both sides is done. A finger is inserted 
into the rectum while the needle is care- 
fully placed about the tissues of the 
coccyx and fanning outwardly to cover 
the muscles in spasm. Following the 
injection the muscle is massaged to 
spread the solution. Such an anesthetic 
usually lasts for ten days, and during 
this time massage and diathermy can 
be given. 

Like all abscesses, rectal abscesses of 
the supralevator type should be incised 
and drained through a perianal ap- 
proach through the levator muscles into 
the supralevator space. The rectum 
itself should at no time be incised in 
retrorectal and superior _ pelvirectal 
abscesses. Any fluctuating swelling in 
the perianal region without acute symp- 
toms on the other hand suggests tuber- 
culosis. Always rule out pulmonary 
tuberculosis as an aid in the differential 


diagnosis. Because of the tender and 
spastic levator ani muscles, coccygo- 
dynia must be ruled out. 

Another rather unusual and not fre- 
quent condition is known as proctalgia 
fugax. The credit for this syndrome be- 
longs to MacLennan who, in 1917, dis- 
cussed this condition under the title 
“Rectal Crises of Non-Tabetic Origin.” 
Because of its very ephemeral nature, 
usually during the sleeping hours, it is 
not commonly seen, and examination of 
the patient is very rarely possible. It is 
best described as an insidious onset of 
a severe, cramp-like pain, often asso- 
ciated with mild shock. The paroxysm 
is very brief, lasting some five minutes 
and then subsiding gradually, leaving 
the patient fatigued and weak. The pa- 
tient usually falls asleep after the spasm. 
The condition is sometimes reported to 
follow defecation, coitus, masturbation, 
and other phases of excited sexual 
states. The actual cause of pain is un- 
known. The puborectalis segment of 
the levator ani which surrounds the 
anal sphincter seems to be the muscle 
involved. Because of the unpredictable 
onset of the attacks, prophylactic meas- 
ures or actual therapy is almost an 
impossibility. The use of ampules of amyl 
nitrite or tablets of glyceryl trinitrite 
should be available io break the spasm. 

To summarize my talk, I would like 
to emphasize the non-operative treat- 
ment in a majority of cases of coccygo- 
dynia including fractures and disloca- 
tions. Above all a correct diagnosis is 
a sine qua non. 
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1957-1958 Award Contest 


The International Academy of Proctology announces its 
Annual Cash Prize and Certificate of Merit Award Contest 
for 1957-1958. The best unpublished contribution on proc- 
tology or allied subjects will be awarded $100.00 and a 
Certificate of Merit. The winning contribution will be 
selected by a Board of impartial judges, and all decisions 


are final. 

The formal award of the First Prize, and presentation of 
other Certificates, will be made at the Annual Convention 
Dinner Dance of the International Academy of Proctology, 
April 11, 1958, at the Hotel Del Prado, Mexico City, Mexico. 

The International Academy of Proctology reserves the 
exclusive right to publish all contributions in its official 
publication, “The American Journal of Proctology”. All 
entries are limited to 5,000 words, mut be typewritten in 
English, and submitted in five copies. All entries must be 
received no later than the first day of February, 1958. 
Entries should be addressed to: 


ALFRED J. Cantor, M.D. 
International Secretary 

International Academy of Proctology 
147-41 Sanford Avenue 

Flushing, New York 
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President's Page 


For this 10th Teaching Seminar, which is the first to be held outside of the U.S.A., 
your Mexican colleagues are going “all out” in their efforts. 

We have all the requirements for a perfect, unforgettable event. Fast and dependable 
transportation facilities — breathtaking landscapes — imposing monuments and _build- 
ings — luxurious hotels — ultra-modernly equipped hospitals and conference rooms — 
important professional papers — enthusiastic official backing and the unlimited cooper- 
ation of all Mexican M.D.’s, aided by a group of experts in travel and tours. 

The events presented as a “package” on this and the following page, are perfectly 
balanced and will enable you to attend all the technical and social activities listed without 
distractions or inconveniences. 


All of us in Mexico extend to you our most heartfelt and cordial invitation to attend. 





FRANCISCO PUENTE PEREDA, M.D., President-Elect 


INTERNATIONAL ACADEMY OF PROCTOLOGY 
TENTH ANNUAL TEACHING SEMINAR MEXICO APRIL 9-16, 1958 
TOURS S.A. Official Travel Representative. Avenida Juarez #30, Mexico City 1, Mexico. 
Presents the detailed schedule of the “Package Tour” specially organized 
for the Members and Guests of the Academy, SUPER DE LUXE 
TOUR. ist CLASS HOTELS AND SOCIAL EVENTS as follows: 


A. MEXICO CITY 


. APRIL 9— ARRIVAL DAY. Transporta- 11. APRIL 12 — All day tour at the University 
tion from the Airport to the DEL PRADO —it includes transportation from and to 
HOTEL. the Hotel. 

. Accommodation at the DEL PRADO FIFTH SESSION, at the Medical School. 
HOTEL, 5 nights without meals, April 9 Lunch at the University Area (Personal 
10, 11, 12 and 13. Double room basis. ticket included). Visit to the whole Uni- 

eo 2 ; versity City and to the nearby Cuicuilco 

; eae oo 7:00 Pyramids. 

-M. CHANDELIER ROOM, DEL . APRIL 13—In the morning, tour to the 
PRADO HOTEL. Fine Arts Palace, Churubusco Monastery 

=~ i i and Xochimilco Floating Gardens, one 

gre Poe en em A, hour boat ride included. Lunch (Personal 

. FIRST SESSION, Chandelier Room, Ticket included). Transportation in the 
9-12 A.M. afternoon to the Bullfights where you 


: will have a numbered seat also included 
a ee ae in the Tour. At 6 P.M. back to the Hotel. 


LADIES PROGRAM — While you are work- 

. CONVOCATION. Chandelier Room, ing in the Scientific Program, April 10 and 11, 
6:30 P.M. the Ladies have a complete program. 

. APRIL 11 13. APRIL 10 — Tour of the Lomas Residen- 
THIRD SESSION, Chandelier Room, tial Section, Chapultepec Park, visit to the 
9-12 A.M. Historical Museum. Visit to the Chapul- 

tepec Castle and lunch there. Transporta- 

. FOURTH SESSION, Chandelier Room, tion included. 

2-4 P.M. . APRIL 11 — Tour of 5 Residencies in St. 

. Cocktails 7 P.M. Followed by Dinner Angel, a Colonial section, close to the 
Dance with a superb menu of French and ultra-modern Pedregal suburb, to show 
Continental food, wines, floor show of you how Mexicans live. Lunch in the last 
typical dances and costumes, and the best house. Transportation included. 
dancing music in town. (Black tie). The rest of the days the program is the 
(Personal ticket included in the tour). same for Ladies and Gentlemen. 








B. CUERNAVACA, TAXCO, ACAPULCO 


. APRIL 14 — Early transportation by first 
class chartered bus to Cuernavaca (1 
hour). 


. Tour of Cuernavaca with expert guides. 


. Lunch at Vista Hermosa Manor (Per- 
sonal Ticket included). 


. Transportation to Taxco in same bus. 


. Accommodation at De La Borda Hotel 
(Double room basis). 


. Dinner at the Hotel and tour of Taxco 
at night. 


. APRIL 15—Breakfast and trip to 
Acapulco. 


. Accommodation at luxurious Club De 
Pesca Hotel in Acapulco, all meals in- 
cluded, double room basis. 


. At night. Reception, State Medical Soc. 


. APRIL 16—One hour’s breakfast clinic 
at the Hotel’s restaurant. Free the rest of 
the day. 


. APRIL 17 — Breakfast at the Hotel. 


. Transportation to the Acapulco Airport. 


27. Personal ticket to fly back to Mexico 
City in first class Convairs also included. 
The tour ends with your arrival at Mexico 
City airport, where you can connect with 
your flight back home. 
P.S.—If you want to spend more days in 
Mexico City before the Teaching Seminar 
or after you are back from Acapulco, or if 
you want extra days in Acapulco, we can 
make the arrangements as an extension of the 
Tour. We will be glad to provide a personal 
study at your request. 
TOURS S.A. IS ALWAYS AT YOUR SERVICE. 
NOTICE: The tour does not include trans- 
portation from or to the United States or 
any other item not listed. 

This tour is priced at $220. U.S. Cy. per 
person on a double room basis. For single 
room accommodations please add $30.00 U.S. 
Cy. To confirm reservations, please send a 
check covering $50. U.S. Cy. as down pay- 
ment for each member of your group. The 
balance must be mailed not later than March 
Ist, 1958. 

& 

Make your Check payable to: 
FRANCISCO PUENTE PEREDA, M.D. 
Chairman, Convention Committee 
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Minimizing Pain 


in Proctology 


MANUEL G. SPIESMAN, M.D., LOUIS MALOW, M.D., Chicago, Illinois 


1. dealing with proctologic 
disorders we must realize that we are 
“dealing” with an area which is ex- 
tremely sensitive both physically and 
emotionally. Patients with anorectal 
complaints procrastinate in going to the 
physician because they are shy and 
bashful, and also because they have 
heard how painful surgery in that area 
usually is. It is due to these fears that 
many a person with a proctologic dis- 
order which could be treated conserva- 
tively, will wait until surgery is neces- 
sary or, because of waiting, allow a 
neoplasm to become malignant, or be- 
come inoperable. 

As proctologists we deplore these 
fears and attitudes because we believe 
that a proctologic examination need not 
be painful, and that treatment of these 
disorders whether medical or surgical, 
should not be as painful as “advertised.” 

In doing a proctologic examination, 
several points should be remembered. 
First, explain to the patient what is 
going to be done; secondly, in females 
primarily, keep their genitalia covered 
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so that you minimize their embarrass- 
ment; proceed with the examination 
with gentility and dispatch and know 
your instruments so as not to twist an 
anoscope when turning without replac- 
ing the obturator. When using a 
Brinkerhoff speculum, remove it each 
time you wish to examine another area 
and do not turn it while in the ano- 
rectum. 

When sigmoidoscoping a_ patient, 
make certain that the patient is in the 
proper knee-shoulder position, with the 
buttocks well over the knees and use a 
Fleet Enema several hours before the 
examination. Do not pass the instru- 
ment unless you can see the lumen and 
do this gently. If a spasm occurs, stop, 
and wait a moment for relaxation to 
occur before proceeding. 

If the patient seems to have a low 
threshold of pain and is tense, give 1 
or 2 capsules of Phenaphen with 
Codeine* gr 1, one-half to 1 hour 


before the examination. 


* A. H. Robins Co., Inc., Richmond, Virginia. 
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In treating some ano-rectal disorders 
medically, we may inject hemorrhoids, 
which is painless in itself, but if the 
solution tends to run below the pec- 
tinate line, discomfort will be noted and 
and this may cause the patient to refrain 
from Therefore, we ad- 
minister 2 Phenaphen capsules (plain) 
after each injection treatment. 


returning. 


When we intend to inject anesthetic 
oil for pruritus ani or for anal fissures 
(acute type only), we administer Phena- 
phen with Codeine gr. 4 (Caps. 1 or 2) 
one-half hour to 1 hour before treat- 
ment. 

These little points spell the difference 
between a frightened and tense or a 
relaxed and cooperative patient. 

Our technique for minimizing pain 
during and following ano-rectal surgery 
is as follows: 

@ Sedation the night before surgery. 

@ Tap water enema the night before 
surgery. 

@ Narcotics and atropine 14 
before surgery. 

These precautions are self-explana- 
tory and allay the patient’s fears, give 
him a good night’s sleep and keep the 
ano-rectum clean for good surgery. 

@ Sodium pentothal induction anes- 
thesia followed by local infiltra- 
tion of the ano-rectum with 1% 
novocaine plus adrenalin, is our 
anesthetic of choice. 


hour 


We use this technique because our 
patients are operated in the lithotomy 
position, which we find more comfort- 
able to the patient and ourselves and 
which gives us excellent exposure. We 
prefer having the patient asleep, because 
of apprehension, plus the fact that the 
exposure of these parts is embarrassing 
while awake. The local anesthesia re- 
laxes the sphincters, and maintains an 





anesthetic effect for 6 to 8 hours after 
surgery, plus minimizing the amount of 
sodium pentothal to be used. 

@ We use gentle surgical technique 
which includes the use of coagulat- 
ing current to coagulate bleeding 
points, rather than multiple sutures 
and ligatures which are extremely 
painful until they fall out. 

The use of multiple ligatures and 
sutures at the anal verge to control the 
multiple bleeders is very painful post- 
operatively while the use of the coagu- 
lating current to control bleeders by 
dehydration is painless postoperatively. 

Clean, gentle, surgical technique pre- 
vents postoperative pain in any area. 

@ Insertion of an opium suppository 
into the ano-rectum at the com- 
pletion of surgery. 

The use of an opium suppository also 
tends to prolong the period of local 
anesthesia after surgery. 

@ Insertion of a Penrose drain into 

the ano-rectum following surgery. 

The use of a soft penrose drain allows 
the escape of gas and prevents adher- 
ence of the opposing incisions. It is 
painless while it is in and causes no 
pain when it is removed. The use of 
the old whistle or the large hard rubber 
tube is almost criminal, because it 
serves no useful purpose and is ex- 
tremely painful. 

All of the above procedures tend to 
make the first 24 hours comparatively 
pain free, but if the patient complains, 
a hypo of Demerol 100 mg. or Morphine 
Sulfate gr. 1/6 or 14 is given as neces- 
sary. 

After 24 hours the Penrose drain and 
rectal pack are removed and the patient 
is very comfortable and ambulatory. 

No bowel movements as a rule occur 
within the first 48 hours and at that 
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time an enema series is given as follows: 

Six ounces of warm mineral oil is 
instilled into the rectum and retained 
for 30 minutes. The patient is then 
given 2 capsules of Phenaphen with 
Codeine gr. 14, and one-half hour later 
is given a soda-bicarbonate and saline 
cleansing enema. 

This enema series is administered 
with a soft, small French catheter and 
is practically painless. 

From this time on, the patient has 
his own evacuations unless obstipation 
occurs. Mineral oil, ounces 1 in the 
A.M. and P.M. is administered daily 
and a general diet is ordered from the 
day of surgery to promote normal bowel 
movements, 

The only time that a postoperative 
patient has pain is during evacuation 
and for several hours afterward, and it 
is for this reason that we have been 
constantly looking for a drug to prevent 
or alleviate this painful ordeal. 

We have used narcotics, such as mor- 
phine or demerol before or after evacua- 
tion, but they tend to cause constipation, 
nausea, or put the patient to sleep, none 
of which helped the situation. Anal- 
gesics, such as the coal tar derivatives 
with or without codeine were given 
with some success, but many patients 


developed heartburn or could not take 
them for other reasons. 

When we began using Phenaphen 
with Codeine, we were very pleasantly 
surprised at the lack of contra-indica- 
tions and the wonderful effect they had. 
No constipation was noted, good anal- 
gesia was obtained for 4-6 hours and 
little or no heartburn or nausea was 
noted. 

Our present routine, therefore, after 
the enema series is to tell the patient 
to take 2 capsules 14 hour before their 
usual habit time or take them when the 
evacuation urge comes on and try to 
wait 14 hour before the evacuation. A 
hot sitz bath is taken immediately after 
the bowel movement and 1 or 2 more 
capsules if they should be needed, as 
necessary. 

These analgesic capsules, Phenaphen 
with Codeine, are left at the patient’s 
bedside while in the hospital and given 
to him to take home when he leaves. 

The use of these “pain pills” plus the 
points mentioned above, make ano- 
rectal operations anything but the buga- 
boo they once were. In fact, many of 
our patients have stated that the post- 
operative period was much less painful 
than their preoperative period. 

30 North Michigan Ave. 
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A Study of 130 Hospitalized Patients 


Peri-Colace 


in the Treatment of 


Constipation 


TIMOTHY A. LAMPHIER, M.D., F.A.C.S., F.1.C.S. 


1, is well established that 
many hospitalized patients are troubled 
with constipation. This annoying and 
sometimes serious complication fre- 
quently results in discomfort to the 
patient and, if not corrected, may pre- 
dispose to fecal impaction and other 
difficulties. The recent introduction of 
the stool softening agent, dioctyl sodium 
sulfosuccinate,t (Colace, Mead John- 
son) has heralded a new mode of treat- 
ment for these patients. 

Colace has proven quite effective in 
softening hard stools. In many patients 
this softening agent alone is sufficient 
to relieve the constipation. In some 
patients, however, it was felt that a 
mild peristaltic stimulant was needed 
in combination with the stool softener.’ 
This paper summarizes our observations 
on a large group of hospitalized patients 
who received such a combination.* 


Boston, Massachusetts 


Procedure One hundred and thirty 
hospitalized patients were selected at 
random for inclusion in this study. This 
group consisted of 26 postnatal patients, 
41 postsurgical patients, and a miscel- 
laneous group of 63 patients with 
chronic functional constipation. 

A combination of the stool softener, 
Colace, and Peristim, a peristaltic stimu- 
lator, was administered at bedtime to 
each patient. This was given as a cap- 
sule containing 100 mg. of Colace and 
30 mg. of Peristim, or as a pleasant 
tasting liquid containing 60 mg. of the 
softening agent and 30 mg. of Peristim 
per tablespoon. Dosage was adjusted 
to the needs of the patients. 

A daily record was maintained of the 
consistency of each stool, and the over- 





* Peri-Colace, Mead Johnson & Company, 
Evansville, Indiana. 
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Table | 
Males Females 
Nimmisen cere en es oe 5 79 
Average Age in years . . 49.6 29.4 
Orc 5 ee er ere Merete) SO 83 
NGHURGBEE os oe. caleon eens 3p 15 
Table Il 


Classification of Effectiveness of Peri-Colace in 
Relieving Constipation in 130 Hospitalized 
Patients 

Good Fair Poor 


ae 120 7 3 
92% 5% 3% 


Number of Patients 
% of Total Studied ...... 





all results were coded as good, fair or 
poor. The results were considered good 
if the patient had one or more soft 
bowel movements each day, fair if a 
soft bowel movement occurred on most 
days, and poor if the medication was 
not effective. Each patient was studied 
a minimum of seven days. Insofar as 
possible, the results were checked by the 
use of placebo medications. 


RESULTS 


Classification of Patients The 
distribution of patients according to age 
and sex is shown in Table I. 

Dosage The average dose for adults 
was one capsule, or its near equivalent, 
one tablespoon of the liquid form, at 
bedtime. In more severe cases two cap- 
sules or two tablespoonfuls were neces- 
sary. In a few instances it was neces- 
sary to increase the dosage to two 
capsules twice a day for three to five 
days. The dosage was then reduced to 
a maintenance dose of one capsule 
daily. 

In children, one to three teaspoonfuls 


(Vol. 8, No. 6) DECEMBER, 1957 


at bedtime was found to be a satisfac- 
tory dose of the Peri-Colace Syrup. 

It is interesting to note that post- 
hemorrhoidectomy __ patients 
somewhat larger doses of Peri-Colace 
than did other postoperative patients. 
However, as a result of this therapy, it 
was frequently possible to avoid the 
enemas which are usually ordered on 
the third postoperative day. 

Effectiveness The over-all effec- 
tiveness of this combination of a soften- 
ing agent and a peristaltic stimulator in 


required 


relieving constipation is summarized in 
Table II. It is worthy of comment that 
Peri-Colace gave satisfactory results in 
97 percent of the cases. 

In the postpartum group, Peri-Colace 
was very effective in small amounts. No 
unusual distress was noted. It func- 
tioned well in those patients who had 
undergone perineal repair and where 
perineal swelling and edema were pres- 
ent. 

For the postsurgical patient, most of 
the postoperative enemas were elimi- 
nated. It was noted in those few in- 
stances where enemas had to be given 
that the patient had soft and excellent 
results. 

In the bed patient group, regularity 
was fairly easily established on one cap- 
sule of Peri-Colace given at bedtime. 
No unusual strain or distress was noted. 

Comments Constipation in the hos- 
pitalized patients may result from a 
variety of causes. The general inactivity 
associated with bed rest plus the altera- 
tion in diet resulting from hospitaliza- 
tion are certainly a contributing factor. 
The difficulties associated with defeca- 
tion may in itself be sufficient to cause 
inhibition of the defecation reflex. 

Postoperative patients will not strain 
at stool for fear of creating pain in their 
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incision or of disrupting their wound. 
Fecal impaction must be guarded 
against in such patients. 

By far the greatest cause of constipa- 
tion in hospitalized patients is depres- 
sion of colonic activity. This depression 
of bowel motility is frequently encoun- 
tered following abdominal surgery of 
any magnitude. It may also follow the 
use of opium and its derivatives, gan- 
glionic blocking agents and other medi- 
cations. 

The list of therapeutic agents that 
have been used to relieve constipation 
is extensive. Most of these have definite 
disadvantages. The strong cathartics 
may result in too extensive purging. 
Mineral oil has been reported to cause 
“excessive flatulation and unpleasant 
leakage.” It may also interfere with 
vitamin absorption.* The bulk laxatives 
may cause impaction difficulties if the 
water intake is inadequate.* 

The wetting agent, dioctyl sodium 
sulfosuccinate, seemed ideally suited for 
use in hospitalized patients. It is a non- 
irritating material that reduces the sur- 
face tension of water. This wetting 





action produces and maintains a soft 
normal stool. Early work by Wilson and 
Dickinson’ showed the value of this 
medication in _ treating — hospitalized 
patients. 

In our experience, Colace (Dioctyl 
sodium sulfosuccinate, Mead Johnson) 
has been quite successful in maintaining 
soft stools in adults as well as children. 
It is apparent, however, that most hos- 
pitalized patients need a mild stimulant 
to increase peristaltic activity if the 
softened stool is to be adequately evacu- 
ated. The preparation, Peri-Colace, has 
proven very successful in treating this 
group of patients. 

The stimulant agent used in these 
studies is a purified and standardized 
extract of cascara. When small doses 
of this material are combined with the 
stool softener, Colace, an apparent syn- 
ergistic action occurs so that depressed 
bowel motility is overcome without pro- 
ducing griping or other side effects. 
The softening effect of Colace apparent- 
ly potentiates the effectiveness of the 
peristaltic stimulant while avoiding its 
troublesome side effects. 


Summary 


A new preparation, Peri-Colace, 
has been evaluated for the treatment 
of constipation. 

This combination of a stool softener 
and a gentle stimulant to peristalsis 
was administered to 130 hospitalized 
patients. The results were almost uni- 
formly good. 


The routine use of Peri-Colace in 
the postsurgical patients eliminated 
the need for most of the postopera- 
tive enemas. 

In our experience this combination 
has proven very successful in treating 
and in preventing constipation in 
hospitalized patients. 
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Bethesda, Maryland 


The Pathogenic Mechanisms 


in Amebiasis 


A mnebiasis is a disease of 
many facets. It exhibits certain charac- 
teristics which cannot at present be sci- 
entifically explained. For example, in 
the mildest form of the disease, the in- 
fected host may remain unaware of its 
presence. In its most acute form, the 
infected host may succumb to the dis- 
ease. Even in epidemic amebiasis, 
wherein it is reasonable to assume that 
a single strain of Entamoeba histolytica 
may be operative, these two extremes of 
host-parasite relationships may be en- 
countered, There is no proven explana- 
tion for this phenomenon. The factors 
that determine whether E. histolytica 
shall live in the intestine of its host with- 
out producing symptoms or invade the 
host tissues to such an extent as to pro- 
duce an acute disease have not been 
elucidated. Furthermore, when extensive 
invasion of tissue does occur, the mecha- 
nisms of pathogenicity are the subject 
of conflicting opinions. 

The pathology of intestinal amebiasis 
has been studied and described by 
workers all over the world. These stud- 
ies, to a great extent, provide the basis 
for prevailing concepts on the patho- 
genicity of E. histolytica and the patho- 
genic mechanisms in amebic disease. 
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There are two principal schools of 
thought, in direct opposition to each 
other, concerning the pathogenicity of 
E. histolytica. It is axiomatic that nei- 
ther can be supported by conclusive sci- 
entific evidence. Craig (1934), in his 
excellent treatise, “Amebiasis and Ame- 
bic Dysentery,” stated that E. histolytica 
is “essentially a tissue parasite” which 
cannot live as a commensal in the intes- 
tine without producing lesions. There 
have been other strict adherents to this 
theory including Calkins (1933) and 
Dobell (1919). On the other hand, how- 
ever, other workers including Elmassian 
(1909), Reichenow (1929, 1931, 1937), 
and Hoare (1950, 1952) believed that 


the ameba may live as a commensal in 





Presented at the ninth annual Teaching Semi- 
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the intestine of its host, invading the 
tissue only in comparatively rare in- 
stances. 

The principal evidence cited by Craig 
in support of his theory was the work of 
Councilman and Le Fleur (1891), Bart- 
lett (1917), Kessel (1928), Hegner et 
al. (1932), and Craig and Kagy (1933) 
all of whom observed lesions, which they 
attributed to E. histolytica, in post- 
mortem examinations of humans and 
experimental animals which had no his- 
tory of amebic dysentery during life. 
More recently, similar observations were 
reported by Faust (1941). Although 
these observations by so many capable 
investigators warrant careful considera- 
tion, the logical arguments of the oppo- 
sition are equally impressive. For ex- 
ample, Reichenow (1929) suggested 
that the number of amebas passed in 
the stools of carriers is greater than 
might be expected from small lesions. 
Furthermore, he emphasized the fact 
that examinations of amebas from car- 
rier cases provide indisputable proof 
for their lumen existence in that they 
contain ingested bacteria and other con- 
tents of the lumen with no evidence of 
ingested blood or other tissue cells. 
Somewhat similar evidence was offered 
by Andrews and Atchley (1932) who 
reported negative tests for occult blood 
in the stools of a group of symptomless 
carriers of E. histolytica and cited this 
as evidence for the lumen existence of 
the organism. 

Unfortunately, information resulting 
from post-mortem examinations of 
known carriers of E. histolytica is not 
available to any extent in the literature. 
Proctosigmoidoscopic examinations of 
ameba carriers, even though they are 
most often negative in this country, do 
not provide conclusive information. As 





Imboden (1955) has pointed out, ame- 
bic lesions may occur in areas inacces- 
sible to these instruments. Hence, the 
question as to whether ulceration always 
occurs in infections with E. histolytica 
has not been answered satisfactorily. 

In 1933, Meleney and Frye provided 
evidence for a gradation of pathogenic- 
ity among various strains of E. histoly- 
tica. Alexander and Meleney (1935), 
Elsden-Dew (1949), and Felsenfeld and 
Comess (1947) provided evidence of 
nutritional influences on the pathogen- 
icity of the organism. Deschiens (1939, 
1941), Chang (1945), Luttermoser and 
Phillips (1952), and Phillips and Bart- 
gis (1954) have shown that its patho- 
genicity may be altered by cultivation 
in vitro with certain microbial associ- 
ates. Westphal (1937) and Phillips et 
al. (1955) demonstrated that the ameba 
is in some way dependent upon associ- 
ated microorganisms for its pathogenic- 
ity. Hence it is believed improbable that 
each strain of E. histolytica produces 
ulcerative changes in every individual 
it infects. Furthermore, there is consid- 
erable evidence in support of the theory 
that the ameba most often exists as a 
commensal in the intestine of its hosts 
and that many factors determine whether 
the ameba becomes involved in a dis- 
ease process in individual cases. 

There is almost universal agreement 
that infection with E. histolytica is most 
often unaccompanied by symptoms. 
However, there is undeniable evidence 
that the ameba has an intimate causal 
relationship to a disease now known as 
amebic dysentery. This theory, first 
propounded by Loesch (1875), has 
been confirmed by numerous _investi- 
gators over a period of many years. 
However, although there are several 
theories concerning the mechanisms of 
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pathogenesis in this disease, experi- 
mental proof is lacking. Ratcliff (1932) 
believed that E. histolytica enters the 
tissue of its host by mechanical pene- 
tration and that this is the primary 
mechanism of the pathogenesis of the 
disease. Other investigators, Wenyon 
(1926), Hegner, et al. (1932), Council- 
man and Le Fleur (1891), Craig (1927, 
1934), and Faust and Kagy (1934) 
considered this to be but one of the 
possible mechanisms involved and sug- 
gested that the ameba may enter the 
tissue by cytolysis. The cytolysis of the 
surface layer of the mucous membrane, 
especially, was believed to be the prin- 
cipal pathogenic mechanism as observed 
by Dobell and O’Connor (1921), Rees 
(1929), and Martin (1930). The latter 
investigator stated that the mechanical 
penetration of tissue has no pathologi- 
cal effect and that amebic lesions are 
produced by a powerful cytolysin. 
Despite the apparent predominating 
belief that E. histolytica gains its en- 
trance to tissue through cytolysis, the 
secretion of a cytolysin by the ameba 
has not been demonstrated. Craig 
(1927) reported a cytolytic factor in 
his cultures of the ameba with bacteria 
but proof for such activity by the ameba 
per se was not provided. Studies on the 
pathogenesis of the disease have been 
complicated by the presence of pre- 
dominating numbers of bacteria in the 
intestine. However, the possibility that 
bacteria may be a contributing factor 
in the disease, either directly or by a 
symbiosis with the ameba, was consid- 
ered as early as 1875 by Loesch. This 
theory received additional emphasis by 
Councilman and Le Fleur (1891), West- 
phal (1937), Walker and _ Sellards 
(1913), Cleveland and Sanders (1930), 
and Phillips and Bartgis (1954). More 
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recently, germfree experimental hosts 
have been made available to the author 
through the courtesy of the LOBUND 
Institute, University of Notre Dame. 
With the aid of these animals, studies 
of the ameba-bacteria relationship in 
amebiasis have been pursued (Phillips 
et al. 1955). 

In the first of these experiments, 
germfree and conventional (control) 
guinea pigs were inoculated intracecally 
with E. histolytica. The results sug- 
gested that the germfree animal may not 
be susceptible to infection with this 
ameba in that amebiasis was not pro- 
duced. although _ the 
ameba survived for several days in the 


Furthermore, 


germfree intestine, there was no indica- 
tion that it had invaded, in any instance, 
the intestinal epithelium. On the other 
hand, however, when the ameba was in- 
troduced into conventional guinea pigs, 
infections were established and amebic 
ulceration occurred in approximately 
90 percent of the animals inoculated. 

In subsequent experiments, germfree 
guinea pigs were contaminated with 
Escherichia coli or with Aerobacter 
aerogenes by oral administration of 
these organisms several days prior to 
amebic inoculation. Ulcerative amebi- 
asis was produced in animals harboring 
either of these bacteria. More recently, 
lesions have been observed in germfree 
animals which received preparations of 
either sodium thioglycollate or cysteine 
HCl along with the amebic inoculum, 
Phillips and Wolfe (unpublished). 
Small localized abscesses containing 
amebas were observed on the cecal 
walls at the sites of injection of the 
inoculum. 

The germfree guinea pig has shown 
an insusceptibility to ulcerative amebi- 
asis which appears to be based upon 
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the absence of essential 
Hence a study of the disease with re- 
spect to the activities of E. histolytica 
per se has not been possible and spe- 
cific information relative to the patho- 
genic mechanisms of this ameba has 
not been obtainable. However, amebic 
ulceration has occurred under con- 
trolled conditions with single, identifi- 
able symbionts. Furthermore, — the 
ameba, aided by either chemicals or 
trauma of intestinal tissue, has entered 


symbionts. 


such tissue and survived therein for 
periods up to 60 days. Histopathologi- 
cal examinations of the affected tissues 
have provided some suggestions con- 
cerning the pathogenic mechanisms of 
the ameba and the host-ameba-bacteria 
relationships in the pathogenesis of the 
disease. 


Certain observations during the stud- 
ies have provided evidence that the 
ameba may be capable of mechanical 
penetration of host tissue. In the ex- 
amination of monocontaminated hosts, 
E. histolytica was observed wedged be- 
tween, and completely separating, in- 
testinal epithelial cells. In other in- 
stances it occupied the intercellular 
spaces following what appeared to have 
been its pushing inward of from one to 
several of these cells. The cells involved 
appeared normal and there was no evi- 
dence that any chemical activity had 
afiected them. Similar evidence was 
observed in the muscularis wherein the 
ameba was wedged between cells of 
normal appearance. 

The investigations neither confirm 
nor deny that a lytic mechanism, attrib- 
utable to the ameba, is operative in the 
pathogenesis of the disease. Some evi- 
dence of cytolysis was observed, how- 
ever, in conventional and, to a lesser 
extent, in 


monocontaminated hosts. 


Necrotic tissue containing cells in vari- 
ous stages of degeneration was present 
in all intestinal tissue layers of con- 
ventional animals and fragmentation of 
the nuclei of some of the cells was 
suggestive of toxic degeneration. How- 
ever, certain accompanying pathological 
changes provided several possible ex- 
planations for the cellular degeneration. 
For example, as a result of the under- 
mining activities of the ameba, many 
groups of cells became either partly or 
completely detached from their respec- 
tive tissue layers and may have ceased 
to be part of a functional unit. The 
massive invasion of amebic lesions by 
bacteria of the intestine also occurred, 
with an accompanying abnormal ex- 
posure of sub-epithelial tissue to pos- 
sibly toxic end-products of bacterial 
metabolism. Such a complexus is diffi- 
cult to interpret. To attribute to any 
one of the organisms present, or pos- 
sible mechanisms involved, the respon- 
sibility for the pathological changes 
observed would be presently inadvis- 
able. 


The occurrence of amebic abscess in 


germfree animals receiving certain 
chemical substances along with E. histo- 
lytica is of interest, although informa- 
tion concerning its pathogenic mech- 
provided. Abscess 
formation occurred at the sites of in- 
oculation through the cecal wall and 


amebas entered the tissue only in these 


anisms was not 


damaged areas. Nevertheless, an oppor- 
tunity was provided for observing the 
effects of the ameba on host tissue under 
conditions permitting its growth and 
multiplication, disassociated from other 
microbial influences. Under these con- 
ditions, the ameba appeared to be com- 
paratively harmless, and exhibited no 


appreciable pathogenic characteristics. 
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Hence, it is suggested that the patho- 
genic mechanisms in intestinal amebi- 
asis cannot be ascribed to the activities 
of E. histolytica alone. There is con- 
siderable experimental evidence which 
indicates that the disease is of syner- 
gistic origin. It is also reasonable to 
postulate that the pathogenic mech- 
anisms may vary in different infected 
individuals. For example, Craig’s 
(1927) demonstration of a cytolytic 
factor in ameba-bacteria cultures pro- 
vides a plausible explanation for the 
extensive necrosis and erosion of the 
most superficial areas of the mucous 
membrane in certain cases of amebic 
dysentery. Mechanical penetration of 
tissue by the ameba accompanied by 


bacteria, and the lateral expansion of 
the lesions may be the mechanism 
operative in amebiasis which is char- 
acterized by extensive undermining of 
the mucous membrane. Information is 
not currently available concerning the 
identity of the principal bacterial sym- 
biont(s) or whether, indeed, many 
organisms may be involved in the 
pathologic process. There is, however, 
almost undeniable evidence that bac- 
teria do constitute a major factor in the 
pathogenesis of intestinal amebiasis. 
Perhaps therein lies an explanation as 
to why anti-bacterial but nonamebicidal 
agents often produce dramatic results 
in alleviation of the symptoms of the 
disease. 
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IL. a true and perfect form, imperturbability is indissolubly 
associated with wide experience and an intimate knowledge 
of the varied aspects of disease. With such advantages he 
is so equipped that no eventuality can disturb the mental 
equilibrium of the physician; the possibilities are always 
manifest, and the course of action clear.” 


—Sir WILLIAM OSLER 
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Proctitis 


Caused By Antibiotics 


N. B. JAFFE, M.D., F.A.C.G., 


The wonder drugs ushered 
in a tremendous and most profound 
epoch in antimicrobial therapeusis. 
They revealed a glorious era of medical 
conquest—a culmination of cherished 
dreams, hopes, and zealous scientific 
effort. Indeed, the results are fascinat- 
ing, stimulating, inspiring, and beckon 
to endless horizons of medical triumph. 
They created an epic of the century in 
medical art. 

The wide enthusiastic application of 
the antibiotic drugs crystallized very 
definite facts in relation to the bacterial 
flora of the intestine hitherto scantily 
known or understood. This intricate 
bacterial life dwelling in trillions in the 
intestinal tubing are governed by the 
Mendelian Law, undergo mutation, vary 
in number according to their species, 
and are affected by the character of the 
food ingested and the intestinal seg- 
ment. Some are beneficial to the human 
system and some are baneful. They 
elaborate secretions and possibly act as 
catalytic agents aiding digestion, pro- 
mote intestinal motility and absorption. 
They exert a regulating balance be- 
tween each colony under normal con- 
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Bridgeport, Connecticut 


ditions. The state of health and disease 
modify their number and character. 
Undoubtedly, the mode of living, hy- 
giene, and geographic surroundings 
induce a compelling effect. Most of the 
bacteria constituting the bowel flora 
are engaged in synthesizing of Vitamin 
B Complex and its absorption. 

Along with the amazing curative 
potency of the broad spectrum drugs, 
significant untoward reactions have oc- 
curred which are injurious and some- 
times fatal. It seems that nature cannot 
alter in a facile manner, in a brief span 
of time, those phenomena which pre- 
vailed many thousands of years. 

Very briefly, based upon the un- 
toward effects of the antibiotic drugs 
upon the digestive organs, the following 
theories are formulated. They inhibit 
Vitamin B Complex formation, resulting 
in local tissue alterations, and so de- 
crease body resistance. They cause 
pseudomembranous enterocolitis which 
may be fatal. A bacterial vacuum is 
created which favors the colonization by 
resistant staphylococci. Injury may also 
result by virtue of their toxicity, or 
may engender hyper-sensitive reactions. 
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Also, the development of resistant 
strains of bacteria may result in a super- 
infection. 

Anorectal disorders may arise dur- 
ing the course of treatment with certain 
antibiotics. The side effects appear in 
from 16% to 20% of patients ingesting 
aureomycin, erythromycin, chloromy- 
cetin, and other broad spectrum drugs. 
The dosage varies, and the appearance 
of symptoms also vary. Occasionally, 
antecedent rectal lesions were aggra- 
vated by the drugs. As a group, the 
individuals affected were found to be 
unstable and hypochondriacal. All these 
patients gave a similar history, namely 
the oral ingestion of antibiotics before 
the onset of symptoms. 

Ten percent of patients disclosed a 
history of multiple complaints, as vague 
abdominal pain, fatigue, passage of 
mucus from the rectum, nausea and 
nervousness. Ulcerative proctitis has 
also been noted occasionally in indi- 
viduals receiving antibiotics. 

Pruritus ani is also a frequent com- 
plication, which may persist for months. 
There are green stools, bleeding through 
the rectum, burning, and pain at time 
of stools, itching, skin abrasions, muco- 
purulent discharges and bluish red 
hyperemia with indefinite 
Pruritus ani and vulvae occurred fol- 
lowing the use of aureomycin. Many 
patients complained of identical symp- 
tom patterns as perianal itching asso- 
ciated with pain, burning sensation, and 
bleeding after defecation. 

Diarrhea is a stubborn complication 
following the use of antibiotics, in asso- 


margins. 


ciation with a severe proctitis, colitis, or 
typical ulcerative colitis. The accom- 
panying diarrhea may be severe enough 
to impose a strain upon the fluid elec- 
trolyte balance. 
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Endoscopy to 10 cm. from the anal 
verge in the early stages of this com- 
plication, reveals redness and an edema- 
tous mucosa. In severe cases of long 
standing, there will be scattered super- 
ficial ulcerations, friable and bleeding 
on the slightest trauma, resembling a 
non-specific ulcerative colitis mucosa. 
The bowel lumen contains blood and 
pus. In the monilial disease there is a 
hyperemic, edematous mucous mem- 
brane containing whitish-green plaques. 
Perianal erythema with thickening and 
excoriations with or without multiple 
superficial fissures, are noted at the anal 
In a few instances the ex- 
disclose a 


aperture. 
amination will perianal 
abscess formation. 

Therapeusis: The first step is to dis- 
continue the antibiotic medication. The 
substitute of a sulpha drug may be 
helpful. A recent antibiotic, Nystatin, 
is of benefit, especially in the monilial 
infection. Nystatin, tablet or solution, 
should be administered 500 mgm every 
4 hours for several days. The anal pruri- 
tus with loose stools may respond to 
bland ointment application and proper 
hygiene. The symptoms may disappear 
spontaneously, but in some cases it may 
last for a few weeks to several months. 
Parenteral administration of ACTH 
three times daily, and later by topical 
application, are beneficial. Yogurt, but- 
termilk, lactic acid bacillus with or 
without milk, are recommended. Hot 
sitz baths are soothing. 

Vitamin B Complex deficiency has 
been implicated as a possible cause, and 
should be supplied as a therapeutic aid. 
Meticulous hygiene during the treat- 
ment may shorten the course and reduce 
this complication. Local applications of 
1% gentian violet may be used if the 


condition is attributed to monoliasis. 











In the management of pruritus with 
ulcerative colitis caution in the use of 
broad spectrum drugs is imperative. 
Because of their irritating effects upon 
the bowel this rectal complication is re- 
sistant to treatment. Fungicidal oint- 
ments, or scarlet red should be tried. 
The diet should be of low residue and 
of high caloric and vitamin value. As 
a last resort surgery should be consid- 
ered, in cases where there is abscess 
formation, fissure, ulceration or fistula. 
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A Wet Compress Compound 


Following Anorectal Surgery 


The amelioration of pain 
associated with the postoperative period 
is the aim of the proctologist or surgeon 
dealing with anorectal surgery. Inject- 
able oil-soluble, as_ well 
anesthetics, have been of value in the 
control of pain but there are limitations 
to its specific effect necessitating sup- 
plementation to obtain the desired re- 
lief. 


The relative comfort of the patient 


as topical 


recovering from hemorrhoidectomy is 
proportionate to the amount of post- 
operative edema and inflammation. 

It is with this in mind that the fol- 
lowing investigation was conducted to 
determine the effect of a wet dressing 
compound (Bur-Veen) + containing alu- 
minum acetate and colloidal oatmeal. 
It has the property of being astringent, 
mildly and a 
bufiering agent.” * 

Clinical Study Seventy-three cases 
with representative distribution of ano- 


antiseptic, demulcent' 


rectal surgery were treated with wet 


ROBERT EHRLICH, M.D.* 


Boston, Massachusetts 


compresses of aluminum acetate and 
colloidal oatmeal starting on the first 
postoperative day. 

The compresses consisted of saturated 
4 x 4 gauze sponges which were left in 
place for 15-20 minutes, then resatu- 
rated and reapplied. This procedure 
was followed on an average of one 
half hour every two hours. In some in- 
stances the compresses were applied 
almost without interruption on the first 
and second postoperative days if the 
patient so requested because of added 
comfori. 

Following the first bowel movement 
which usually occurred on the second 
postoperative day, and each successive 
bowel movement thereafter, patients 
were advised to use the saturated gauze 
as wipes to cleanse the perianum of 
fecal matter. Then the usual applica- 


* Assistant Surgeon, Rectal Clinic, Boston Dispensary, 
Boston, Mass. 
{Supplied by the Aveeno Corporation, New York, 
ee 
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tions of wet compresses followed until 
comfort resulted. 

As the patient’s condition improved, 
the periods of compressing were de- 
creased but a minimum of three times 
daily was maintained until two weeks 
from the date of operation. 

Control Study Twenty patients 
were maintained on a similar regimen 
but with the application of tap water 
compresses analogous to the vehicle in 
Both 
studies paralleled in type of cases and 
duration of days of application. 

An additional twenty patients were 
observed without benefit of any adjunc- 
tive treatment or placebo. 

Results The premise that post- 
operative pain is in proportion to the 
degree of inflammation and edema ap- 
pears to be borne out by this clinical 


the Bur-Veen compress study. 


study. In general, the wounds were less 
edematous than has been observed pre- 
viously and consequently discomfort 
was less intense and of shorter duration. 

An analysis with definitive compari- 
sons of increment of pain or gradation 
of edema or inflammation is not feas- 
ible. The purpose of this study was an 
impression to be gained from specific 
compress therapy. 

The Bur-Veen group experienced less 
pain and manifested less inflammation 
of the anal wounds than did the two 
control groups. In fact, the group using 
medicated compresses stated in the ma- 
jority that they obtained relief from 
the application of the compresses and 
this was borne out by the more normal 
wound healing. Further, this group re- 
quired less opiates and analgesics dur- 
ing the postoperative period. 


Summary 


1. Treatment of 73 postoperative 
rectal cases with aluminum acetate 
colloidal oatmeal compresses along 
with a control study are herein re- 
ported. 


2. The astringent, mild antiseptic 
and demulcent the 
preparation resulted in less pain, 
edema and inflammation than the 


properties of 


non-treated groups. 
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Clinical Study and Treatment with 
Triethylenethiophosphoramide 


of an Inoperable Carcinoma 


of the Hepatic Flexure of Colon 


with Generalized Metastasis 


to the Adjoining Structures 
and Partial Obstruction of the 


Tranverse Colon 


ADOLPH W. BRAZDA, M.D., F.1.A.P. 


Ranger, Texas 


Study and Treatment of 


An Inoperable Carcinoma 


Mets we are confronted with 
a progressive and rapid increase of 
carcinoma. Much is being done to find 
the cause and the methods by which this 
disease can be stopped and eradicated. 
Many of these cases come to the physi- 
cian’s office only when some acute con- 
dition has developed and the patient 
can no longer cope with the situation 
himself. When seen by the physician or 
surgeon, the tumor is well advanced or 
inoperable. 

Early diagnosis should be encouraged 
and inevitable. When the onset of the 
symptoms is insidious, there is often a 
warning by a change of bowel habits or 
irregularity of the bowel such as diar- 
rhea and constipation. Increasing con- 
stipation of recent origin in an elderly 


person which is only overcome by pur- 
gatives, suggests and immediately makes 
the physician suspect malignancy. In 
most cases, the symptoms of carcinoma 
of the right upper colon present the so 
called dyspepsia which is usually diag- 
nosed as appendicitis or chronic chole- 
cystitis. There is profound anemia and 
loss of weight and the patient complains 
of loss of strength. The patient usually 
has a fullness in the right ileac region 
and some tenderness extending to the 
hypochondriac region. The weakness 
persists and anemia becomes extreme, 
yet there is no visible loss of blood. 
These individuals complain of fullness, 
a distention from the formation of gas, 
and seek relief, usually by taking enemas 
which are of little avail. 
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Treatment consists of surgical re- 
moval of the carcinoma of the colon. 
Those cases that become and are consid- 
ered inoperable after an exploratory 
procedure has been carried out, should 
be treated by some other method, par- 
ticularly when metastasis has become 
extensive, involving the liver, mesen- 
tery, pancreas, and the inferior surface 
of the diaphragm. 

Recently our attention 
turned to the use of chemotherapy in 
the cases which are so extensive that 
extirpation is impossible. 


has_ been 


We are reporting this case of carci- 
noma of the upper colon involving the 
hepatic flexure, and results up to the 
present time. 

Mrs. O.T.H., age 74, asked that I 
come to her home to see her in June. 
1956. At that time she was distended 
and had difficulty in evacuating the 
bowel. At this time she was vomiting 
and unable to keep any food in her 
stomach. She was complaining of much 
diffuse pain in the abdomen. She was 
given 100 mg. of demerol which relieved 
her so she might rest. Previously to my 
visit she had been treated and diagnosed 
as cholecystitis. She was given an enema 
that evening and was slightly relieved 
of the distention. I did not see her again 
until July 31, 1956, at the office, at 
which time I examined her as far as she 
would allow me to. The following results 
were obtained: Blood pressure 112/70, 
Hb. 73%, RBC 3,600,000, Hematocrit 
33%. She complained of weakness and 
fullness in the abdomen with tenderness 
along the right side. She was given Cor- 
talex for the blood pressure and Folvite 
to stimulate the bone marrow. On Au- 
gust 29, 1956, her Hb. was 66%, RBC 
3,850,000, and on September 28, 1956, 
Hb. 70%, and RBC 3,700,000. A barium 
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enema was given and the descending 
colon showed a marked diverticulitis. 
The transverse colon filled normally ex- 
cept for what appeared to be an irregu- 
larity in the hepatic flexure that seemed 
to pe somewhat obstructed with visuali- 
zation of the barium flowing through a 
narrow lumen. The ascending colon to 
the cecum was markedly distended and 
filled with gas but little dye. At no time 
did jaundice occur. The stomach filled 
normally and emptying was regular. 
The gall bladder was clearly visualized, 
and after the fatty meal, emptied nor- 
mally within 40 minutes. An electro- 
cardiogram showed old myocardial 
damage. Diagnosis: Pre-operative, Car- 
cinoma of colon. 

She was admitted to the hospital on 
October 2, 1956, and two blood trans- 
fusions were given, raising the Hb. to 
80% and the RBC to 4,100,000. An 
exploratory operation was performed 
on October 6, 1956, and the following 
pathology was found: The omentum 
covered the mass in the upper right 
quadrani, which contained lymph nodes 
which were hard and enlarged. The liver 
was covered with nodules. There was a 
large hard mass encircling the colon at 
the hepatic flexure which extended post- 
eriorly and medially, immovable, which 
involved the pancreas, liver, omentum, 
and adhered to the inferior surface of 
the diaphragm. It was impossible to re- 
move the mass and involved structures. 
A small section of the omentum with the 
hard enlarged node, and a section of the 
mass of the colon, were excised and the 
abdomen was closed in the usual man- 
ner. Two more blood transfusions were 
given after surgery. Pathological find- 
ings: Carcinoma, Grade II of Omentum 
and Colon. 


This patient had an uneventful recov- 
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ery after surgery and was discharged 
from the hospital on October 17, 1956. 
We felt that since nothing could be 
done surgically, we would use chemo- 
therapy. 

Triethylenethiophosphoramide was 
our choice. Forty mg. were given intra- 
abdominally the day before the patient 
was discharged from the hospital and 
intramuscularly in doses of 20 mg. 
weekly or every ten days, according to 
the hematological picture. 

Up to this time, the patient gained 9 
pounds and her RBC ranged from 3,- 
850,000 to 4,000,000 and Hb. ranged 
from 69% to 78%. She gained strength 
and appetite. She went on a high pro- 
tein. low residue diet. The mass had 
shrunk somewhat. There was some sore- 
ness over the upper right quadrant. The 
obstruction had decreased, though a 
mild laxative is taken daily to facilitate 
the elimination of the contents of the 
bowel. She is now doing some of her 
housework and taking care of her yard. 


Summary and Discussion 


1. Any irregularity of bowel move- 
ments should be investiguted immedi- 
ately. 

2. Early diagnosis of cancer should 
be made. 

3. Carcinoma of the hepatic flexure 
of colon with partial obstruction was 
suspected in this case. 

4. Laparotomy should be 
formed to determine the extent of 
operation and treatment. 

5. Treatment with chemotherapy 
to check the disease, or eradication by 
surgery or chemotherapy combined 
with cobalt irradiation. 

This case has been very interesting 


per- 





in that the condition had existed over 
a long period of time and was wrongly 
diagnosed. It was utterly impossible 
to extirpate the lesion without remov- 
ing vital organs or a part thereof. 

Chemotherapy has become valuable 
in treatment of such cases. The tri- 
ethylenethiophosphoramide can_ be 
administered intravenously, intramus- 
cularly, or intra-abdominally. The 
drug is not without danger, so hemo- 
tologic studies should be carried out 
frequently to govern the dosage and 
the frequency at which it may be 
given. The drug has produced very 
satisfactory results in the treatment 
of carcinoma of the ovary and the 
breast. It is almost specific in the 
treatment of basal cell epithelivmas. 
So far, the results have been very 
gratifying to us on the cases that have 
been treated. Further investigations 
are being carried out on the patients 
with carcinoma and it is our hope 
that the drug will prove of further 
value in eradicating the disease, com- 
bined with surgery or cobalt trradi- 
ation. 
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A Comparative Study 


JEROME H. EPSTEIN, M.D. 
CLAKENCE R. HARTMAN, M.D.* 
Washington 7, D. C. 


The Effect of Enemas 


on the Terminal Colonic Segment 


Studies by Page, et al.’ * have 
demonstrated the cleansing efficacy of 
the Fleet Enema.+ This work also indi- 
cated that the Fleet Enema produced 
little or no spasm of the terminal colonic 
segment, and only occasional mucor- 
rhea. Bleeding, congestion, or dehydra- 
tion were not observed in their studies. 
These authors concluded in a compara- 
tive study using the Fleet Enema, saline, 
soap suds and tap water that the former 
was superior in all respects. 

While 
scopic screening studies as part of the 
patient work-up in The George Wash- 
ington University Hospital outpatient 
department, we have confirmed the use- 
fulness of the sodium phosphate enema 


conducting _proctosigmoido- 





*From The George Washington University 
Hospital and the Department of Medicine, The 
George Washington University School of Medi- 
cine. 

A portion of this work was supported by a 
grant from Eli Lilly & Co., Indianapolis, Indiana. 

t Kindly supplied to the Proctology Clinic, 
George Washington University Hospital, by the 
C. B. Fleet Co., Lynchburg, Virginia. 
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(Fleet Enema). We have observed how- 
ever, the frequent appearance of irri- 
tation manifested by secretion of copi- 
ous mucous, mucosal hyperemia, even 
with capillary bleeding, as well as spasm 
of the segment being examined. 

Our observations suggested the need 
for a bland preparation with the same 
cleansing potential in order that 
the proctosigmoidoscopic examination 
could be performed in the most optimal 
state, namely, the state of the terminal 
colon as seen following normal evacua- 
tion. Since the desire to defecate is 
mediated by rectal distension as de- 
scribed by Hurst,* Bockus,* and others,° 
it was felt that raising intraluminal rec- 
tal pressure would be sufficient stimulus 
to evacuate the terminal colonic seg- 
ment. 
saline, 

The following study was devised with 
the aid of the first year medical stu- 
dents when they appeared for their rou- 
tine entrance physical examinations. 


For this we employed isotonic 


459 








They were initially subjected to procto- 
examination without 
any prior preparation. Observations 
on the appearance of the bowel wall 
were made by us, and smears were taken 
from the mucous membrane at the level 
between the second and third rectal 
valves. At this point, one of two ene- 
mas was given, with only one of us 
having any prior knowledge of which 


sigmoidoscopic 


substance was being employed. The 

enemas used were as follows: 

(1) A 135 ce disposable unit contain- 
ing 16 gm sodium hydrogen phos- 
phate and 6 gm sodium phosphate 
per 100 cc, commonly known as 
the “Fleet Enema.” 

(2) 135 ce of isotonic sodium chloride 
in the same type of disposable unit. 

Both enemas were instilled at 37°C with 

the subject in the knee-chest position. 

The enemas were allowed to remain in 

the bowel for five minutes and the sub- 

ject then instructed to evacuate. Fol- 
lowing evacuation, immediate observa- 
tions as performed above were repeated, 
and material again removed from the 
bowel wall for study. The smears were 
stained by the method of Haughwout.*® 


Analysis of The Group Studied 
Kighty-one first year medical students 
were studied. Each was given a com- 
plete history and physical examination, 
including a more comprehensive evalua- 
tion of their bowel function. This group 
comprised 77 males and 4 females. Their 
age distribution fell between 19 and 29 
years, with the large majority being be- 
tween 2] and 26 years. Each student 
was screened with the Cornell Index to 
ascertain if there were any latent emo- 
tional disturbances that possibly could 


affect these results. Only one member 





Table | 





























Complaint Number of Subjects 
KSGRSIHORTION 5 o:s:0 aiene @ =.500 10 4 
ATER A oma. Sha esihsesoee 15 
SE, ee eee ee 7 
Saepes  268 eee ee ces Sa | 

Table Il 
Situations Associated 
with Diarrhea Number of Subjects 
Food intoxication .......... 6 
Travel—foreign countries ... 3 
Armed Forces ........ sae 6 

Table Ill 








BOWEL RESPONSE TO STRESS 


Increased 


Type of Consti- Diar- Frequency 
Stress pation rhea Stools 
Examinations ..... 2 22 2 
Tension unrelated 

RO BONOO! casas cs 3 | 

NWIBHBOS coe aues ss I 


Symptoms since 
entrance to 

















medical school .. 2 
Table IV 
PRIMARY BOWEL COMPLAINTS 

Complaint Number of Subjects 
Peri-anal swelling .......... | 
MANNS cee ec as oe Sie sae se 9 
FAENIOTTINIOING ops sissies 5-506 | 
Blood streaked stool ........ 2 
Rectal bleeding ........... 2 
FISSUTEAGBNO sce bw wc ages | 
NANW STOO! 6ac06 oc awtane son I 

18 
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studied had a positive result. 

A detailed evaluation of their bowel 
function was analyzed as follows: 17 
(or 20.9%) of this group presented no 
complaints referable to bowel function 
and had never received a laxative or 
been given an enema; 64 (or 79.1%) of 
the group presented complaints refer- 
able to the bowel at some time in their 
lives. In this group, the complaints listed 
in Table I were recalled. 

In the group studied, 15 members volun- 
teered information that they had had 
at least one episode of diarrheal stools. 
The situations associated with the diar- 
rhea are shown in Table II. 

Seven of the group, or 8.5%, were noted 
to have a recent history of the use of 
laxatives for constipation. The bowel 
response to various types of stress is 
shown in Table III. 

A past history of primary bowel com- 
plaints in this group are shown in Table 
IV. 

The class had only 4 members who had 
a previous proctosigmoidoscopic exami- 
nation. One member presented an au- 
thenticated history of duodenal ulcer, 
complicated by bleeding on one oc- 
casion. 

Forty-two, or 51.8%, 
saline enema, while 38, or 46.9%, re- 
ceived the sodium phosphate enema. 


received the 


The clinical observations shown in 
Table V were made on the bowel wall 
without any prior preparation. 
Observations during the five minute 
period of the bowel exposure to the 
enema are shown in Table VI. 

After evacuation, the cleansing effici- 
ency of the 2 enemas was noted to be as 
shown in Table VII. 

The amount of stool residue in any case 
was not sufficient to render adequate 
examination of the terminal colonic seg- 
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Table V 





CLINICAL OBSERVATIONS ON THE 
BOWEL WALL—UNPREPARED 

Observation Number of Subjects 
Normal bowel wall ....... 59 
STOOMIRICECHUM: .5e050 6 se = 76 
Ano-rectal line changes .... 26 

cryptitis-papillitis ....... 19 

MEMOMhOds 6. eee acc 3 

BABI OM iis cle vaiecisroeoowlars 4 
PRUPIISIOIN co cie sleds «hie gees. oe 4 
Congestion of bowel wall 8 
Increase intensity of 

vascular pattern ......... 2 

MUGORINGR «00 seer snyes | 
OSM ret tet kis ne ater 6 


























Table VI 
REACTIONS TO FIVE MINUTE BOWEL 
EXPOSURE TO ENEMA 
Type of Saline Fleet 
Reaction Enema Enema 
No reaction ... 29 (69%) 9) (23775) 
Urgency ...... 21S, 10 (26.3%) 
Cramping ..... 8 (19%) 19 (50%) 
Unable to 
hold enema 
five minutes ... II 
Table VII 
CLEANSING EFFICIENCY 
Saline Fleet 
Enema Enema 
Complete 
cleansing 27 (64.2% 30 (78.9%) 
Residual 
SIO! —.csaees 14 (33.3% 6 (15.7%) 











ment impossible or impractical. Changes 
in the appearance and reaction of the 
mucous membrane after evacuation 


are shown in Table VIII. 
























Four general types of cellular reac- 
tion were observed in smears taken from 
the mucous membrane. These different 
states of reactivity are classified as fol- 
lows: Grade 1, acellular—consisting of 
masses of mucous threads, thick clumps 
of bacteria, and fecal debris. Grade 
2—consisting of the material described 
above, with the addition of variable 
numbers of squamous epithelial cells. 
(Figure 1). Grade 3—marked by the 
presence of cuboidal, round and colum- 
nar cells. Grade 4—characterized by 
numerous cells with eccentricly placed 
nuclei, columnar in shape and dis- 
tended, as if by a contained secretion, 
the cytoplasm either being clear or 
marked by fine granules (Figure 2). 
For purposes of this study, on purely 


morphological grounds, they were desig- FIGURE | 
nated “goblet cells.” Polymorphonuclear 
leucocytes were identified at the rate of FIGURE 2 


1-2 PMN per 5-6 high powered fields. 

The analysis of the data derived from 
the exudates prior to the enema is shown 
in Table IX. 
Following the evacuation, the exudate 
picture as derived by smear from the 
bowel wall is shown in Table X. 

Discussion The present studies 
have confirmed the fact that distension 
of the terminal colonic segment is suf- 
ficient to cause stimulus for evacuation. 
This evacuation is adequate enough to 
cleanse properly for proctosigmoido- 
scopic examination. In addition, the use 
of a bland agent will preserve the integ- 
rity of the mucous membrane. We feel 
that the mucous membrane, as examined 
in this state, approximates as closely as 
possible its physiologic state. 

The advantages of performing diag- 





nostic proctosigmoidoscopy by _ this 
method are numerous. The examiner ¢® . ¢ ‘ 
sees the mucosa as it exists following ~~ oo . on ah mb, Meh %, 


it 
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spontaneous evacuation, with minimal 
interference from mucous or spasm, 
especially at the recto-sigmoidal junc- 
In addition, it appears that out- 
patients are more comfortable during 
the procedure using a bland agent. The 
field of exudate cytology is also open. 
This places in the hands of the physi- 
cian a simple and potent diagnostic 
tool. Since the work of Willimore and 
Shearman,” who revealed the signifi- 
cance of cell-exudate studies in the dif- 
ferential diagnosis of the dysenteries, 
studies on exudate cytology have been 
generally neglected. However, Haugh- 
wout® ® 1° has continued these studies 
shown their usefulness in other 


tion. 


and 
types of intestinal disease. These in- 
clude not only the dysenteries, but va- 
rious types of colitis, non-inflammatory 
diarrheal states and neoplastic states. 
The cellular exudates we described 
reflect the state of the bowel wall in the 
area studied, and by the same principle, 
fresh stool exudates reflect the integrity 
of the bowel wall in its entirety. The 
cellular elements we noted include spe- 
cific cell-types, all of which have their 
origin in the colonic mucous mem- 
brane. The squamous epithelial cells 
are derived from the outermost layer 
of mucosa. This was well authenticated 
in a study by Duran-Jorda't who 
showed that the entire digestive tract 
was lined by a single layer of squamous 
The cuboidal and 
columnar cells were demonstrated in 
single elements or sheets and those de- 
scribed with the eccentric nuclei and 
swollen cytoplasm morphologically re- 
sembled typical goblet which 
originate from the columnar cells of 


epithelial cells. 


cells 


the mucous membrane. Only in a few 
instances were polymor- 
phonuclear leucocytes noted; these are 


there any 
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Table Vill 

















BOWEL WALL REACTION TO ENEMA 
Type of Saline Fleet 
Reaction Enema Enema 
Noreaction .... 20 (47.6%) 0 
Mucorrhea ..... 6 (14.2%) 33 (86.8%) 
Spasm ......... 7 (16.6%) 29 (76.3%) 
Injection of 

Pcosal.is 5 sis 5 (11.9%) 32 (84.2% 
Increase in 

vascular pattern 8 (19.9% 33 (86.8%) 
Edema of wall 

Table IX 
EXUDATE TYPES PRIOR TO ENEMA 

Exudate 
Classification Number of Subjects 
Spade Fly Oocytes Sree 35 
ST 1 50/2 a et ene 23 
Spades er ke arcs 14 
MHRA A is. JA ane dine hyd Beet 0 

















Table X 

EXUDATE TYPES FOLLOWING ENEMA 
Exudate Saline Fleet 
Classification Enema Enema 
Grade | _ ...... 13 (30.9%) 3 (7.8%) 
Gedo ....:. 13 (30.9% | (2.7%) 
Graders 6... S95) 9 (23.7% 
Grade 4 ...... 25 (65.7%) 











derived from the submucosal vascular 
network. It is apparent we have an 
expression in depth of insult to the 
bowel wall. 

These studies demonstrate that the 
character of the exudate is mediated not 
only by the intensity but by the nature 
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of the inflammatory or irritating agent. 
Hence, we might expect a specific cell 
picture for diverse stimuli such as 
protozoa, bacteria, chemicals or neo- 
plasms. Additional studies along these 
lines are now in progress. 


The authors are deeply indebted tu 
Professor Frank Haughwout for inspira- 
tion and guidance, and to Mrs. Marian 
Gaffey for her very able technical as- 


sistance, 
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EDITORIAL 


The Shepherd of the Anus 


According to Herodotus (484-425 
B.C.) who is the source of most of our 
knowledge of Egyptian Medicine in the 
5th century B.C., the practice of medi- 
cine was “so divided among them (the 
Egyptians) that each physician is a 
healer of one disease and no more.” At 
this time specialists were legion in Egypt 
and among them was the “bowel spe- 
cialist” or “shepherd of the anus,” as 
he was called, whose principal duties 
were to cause elimination and to ad- 
minister enemas. 

Thus early in history did the proto- 
type of the Proctologist begin to make 
his appearance on the world scene. 

In the present day, one of the prin- 
cipal purposes of the proctologist, as of 
all other physicians, is, as far as pos- 
sible, to eliminate the need for himself 
and his services by teaching the preven- 
tion of disease. 

As a true “shepherd of the anus” 
it is the duty of the Proctologist to point 
out to his patients the way toward cor- 
rect care of the rectum and anus and 
proper methods of hygiene. 

For example, one sees the patient who 
overdoes cleansing of the anus by giv- 
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ing it a good scrubbing several times a 
day with hot water and soap, sometimes 
with a coarse wash-cloth. He will eventu- 
ally develop perianal irritation and pos- 
sibly an intractable pruritus ani. He 
should he instructed that dry wiping 
after a bowel movement is sufficient and 
that when the anal region is washed dur- 
ing his regular bath and shower it should 
be done lightly, gently, and quickly, 
using very little soap, which is to be 
thoroughly removed since soap may irri- 
tate the delicate anal mucosa. 

The patient who shows the presence 
of soiling of the perianal region at each 
examination should be told to cleanse it 
with soft paper or cotton once or twice 
a day in addition to the time of bowel 
movement and, if necessary, to pow- 
der with a fine tale (pure tale without 
perfume) to keep the region dry. Wear- 
ing of tight underwear may be a factor 
in causing anal dampness and irritation. 

Of course, instruction should be given, 
where needed, in methods of correction 
of constipation, which has been dis- 
cussed in innumerable papers. 

The type of toilet paper to be used 
is important. Consider that the aver- 
age person may defecate once or twice 
a day, wiping his rectum perhaps six to 
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eight times after each movement. In a 
lifetime of 72 years there are 26,280 
days, making a total of 420,480 times 
that the anus is rubbed—not counting 
periods of diarrhea. The importance of 
using the softest possible paper, prefer- 
ably double sheets of facial-tissue type, 
is readily apparent. Colored paper, to 
match the décor of the bathroom may 
please milady’s eye but displease the 
sensitive anus. The patient should be 
warned against indiscriminate use of 
ointments for piles or minor irritations, 
since sensitization may occur, or more 
serious conditions be overlooked. 

Regular check-up examinations with 
sigmoidoscopy twice a year should be 
advised for every patient, to detect pre- 
cancerous lesions such as polyps and 
other early pathology amenable to easy 
correction. 


The good shepherd of the anus will 
also concern himself with such associated 
matters as diet, use of excessive spices, 
mineral oil intake, use of laxatives, 
enemas and many other apparently 
minor but important daily incidents and 
actions. Many things which, to the pa- 
tient, seem obviously simple and com- 
monsense will make the conscientious 
doctor’s hair stand on end. One ex- 
ample I recall was the patient who used 
a stiff-bristled brush for daily cleansing 
of the anus. He eventually succeeded 
in removing most of the perianal skin. 

The things I have spoken of may seem 
only little things but they cannot be 
taken for granted. Each patient must 
be taught the elements. 

As someone has somewhere remarked, 
it’s the little things in life that count. 

William Lieberman, M.D. 





Safety in surgery lies in the meticulous approach and not 
in the hasty section of blindly clamped tissue masses. Dis- 


patch is commendable, but never at the cost of thorough- 
ness. As anesthesia and blood become safer to administer 
and the electrolytic-nutritive balance simpler to maintain, 
the once necessary haste “to get the patient off the operation 
table” loses its significance. Thoroughness entails careful 
dissection without which clear visualization of structures 
cannot be obtained. Thoroughness not speed, becomes the 


criterion for good surgery, and the meticulousness with 
which a procedure is performed the only gauge for technical 


excellence. 


—From SURGICAL TECHNIGRAMS by F. M. Al Akl, M.D. 
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GACMT .-+ Mark of Quality in 
INSTRUMENTS for the PROCTOLOGIST 


American Cystoscope Makers, Inc. are 
pioneers in the development of instru- 
ments of outstanding design that provide 
illuminated telescopic vision for procto- 
logic examination and surgery. The 
A.C.M.I. mark on these instruments and 
accessories is the physician’s assurance 
of expert professional design, highest 
quality materials, and skilled workman- 
ship of the most meticulous precision. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


THE STORY OF PEPTIC ULCER by Richard D. 
Tonkin, M.D., F.R.C.P., Westminster Hospital, 
London, characterized by RaY¥mond Keith 
Hellier, F.R.S.A., 71 pages—published by 
W. B. Saunders Company—price $2.25. 


This is a delightful little volume, with illus- 
trations of pixy quality, and a very readable 
little text. 

Further, it is authoritative. If the physician 
will prescribe this volume for his peptic ulcer 
patients, he will be providing the best and 
most modern medical advice—both for pre- 
vention and therapy of peptic ulcer. 


CURRENT SURGICAL MANAGEMENT — by 
John H. Mulholland, M.D.—Editor-in-Chief, 
New York University College of Medicine, 
Edwin H. Ellison, M.D., Ohio State Univer- 
sity College of Medicine and Stanley R. 
Friesen, M.D., University of Kansas Medical 
Center—with contributions by 76 American 


Authorities—494 pages—price $10.00—pub- 

lished by the W. B. Saunders Company. 

A very extensive and highly authoritative 
list of contributors present alternative view- 
points on controversial surgical problem. This 
is a novel presentation for a textbook on sur- 
gery. However, the realization that there is 
more than one approach to a particular surgi- 
cal problem will—in itself—be important to 
the reader. As the author states,—“the most 
searching investigator in a narrow field is 
likely to be the most uncertain of his ground. 
The more he learns the more he appreciates 
what there is still to be learned”. 

Obviously, surgery is not an exact science. 
That is why this type of book, presenting 
difterent viewpoints on surgical topics, side by 
side, is too valuable. It is obvious that there are 
problems in semantics and general semantics 
that need to be solved. When communication 
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improves, it may be found that the differences 
were all on a verbal level. The proctologist 
will find excellent material on regional ileitis, 
large bowel obstruction, management of car- 
cinoma of the rectum and recto-sigmoid, and 
a consideration of primary resection versus 
staged operations for inflammatory lesions of 
the colon. 

There are also excellent sections on intus- 
susception and on meconium ileus. 

The book is very well written, well edited, 
and is recommended to all surgeons. 


A TEXT-BOOK OF PSYCHIATRY by Sir David 
Henderson, M.D. (Edin.), F.R.F.P.S. (Glas.), 
F.R.C.P., (Ed. and Lond.), Professor Emeritus 
of Psychiatry of Edinburgh University and 
The Late R. D. Gillespie with the Assistance 
of Ivor R. C. Batchelor, M.B., F.R.C.P. (Ed.), 
D.P.M., Deputy Physician Superintendent, 
Royal Edinburgh Hospital for Nervous and 
Mental Disorders, Senior Lecturer in Psy- 
chiatry, University of Edinburgh. Eighth Edi- 


tion. Geoffrey Cumberlege, Oxford Univer- 
sity Press, London, New York, Toronto, 195o. 
746 Pages. 


This very excellent text-book is dedicated to 
the late:Adolf Meyer, and is based, to a large 
extent, upon his teachings. As the senior 
author states, in his preface, “It has always 
been my aim, . . . to show that a knowledge of 
psychiatry, from the point of view of the 
utilization of psycho-biological principles, is 
well within the scope of the general practi- 
tioner .. .” 

This text-book is designed for the student 
and the specialist as well as the general prac- 
titioner, but will be particularly useful to the 
student and the general practitioner. 

Psychosomatic problems are discussed in 
general fashion, and heridity, alcoholism and 
eugenics are given special consideration. 

The newer material relating to chemical 
changes in schizophrenia are not included, and 
probably should not be until further laboratory 
and clinical studies have been developed. 

The text-book is well written, and when we 
keep the point of view of the authors in mind, 
it may be unreservedly recommended for the 
student. 
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PAINLESS Rectal Surgery! 


The goal of the proctologist achieved: 











@ RECTOCAINE offers freedom from pain both before and after 


surgery! 


@ RECTOCAINE permits immediate ambulation! (Ambulatory 
Proctology—Cantor} 


@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


—RECTOCAINE == 


The Oil Soluble Anesthetic of Choice. 
Also: RECTOCAINE Ointment & RECTOCAINE Suppositories. 
For Samples & Literature, Write Dept. R 


Cc. F. KIRK aD sane Minis, Wik we: 
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anatomically correct 
rectal tube 
minimizes injury hazard 


When administering an enema, it is unnecessary to 
force fluid high into the rectum. Instilled just beyond 
the internal anal sphincter, an enema induces in- 
creased pressure, resulting in colonic peristalsis. 


The pre-lubricated rectal tube of the FLEET 
ENEMA Disposable Unit is of anatomically correct 
design to deliver fluid most effectively while mini- 
mizing injury hazard . . . another reason why 
FLEET is rapidly becoming a Disposable Unit of 
choice whenever an enema is indicated. 


FLEET°ENEMA 
é Disposable Unit 





contains per 100 cc. 16 Gm. Sodium Biphosphate and 6 Gm. 
Sodium Phosphate ...an enema solution of Phospho®Soda (Fleet). 


Cc. B. FLEET CO., INC. Lynchburg, Virginia 
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CLINICAL LABORATORY METHODS AND 
DIAGNOSIS—Fifth Edition—two volumes by 
T. B. H. Gradwohl, M.D., D.Sc., Director of 
the Gradwohl Laboratories and Gradwohl 
School of Laboratory Technique; Pathologist 
to Christian Hospital, Technical Director of 
Police Laboratories, St. Louis, Metropolitan 
Police Department, St. Louis, Mo., Com- 
mander, Medical Corps, United States Naval 
Reserve, Ret., Fellow, American Public 
Health Association Text illustrations 
Figures 1-295, Color Plates |-XXX—published 
by the C. V. Mosby Company—price $38.50. 


The fifth edition of Clinical Methods and 
Diagnosis is published eight years after the 
fourth. A tremendous volume of new material 
has developed since that time, and is included 
in the present edition. 

The many factors in biochemistry are re- 
flected in this text, including the role of po- 


tassium and sodium in surgical cases. 

The newer developments in spectrophoto- 
metric analysis and flame colorimetry in blood 
chemistry are all detailed. 


There is a contribution by Dr. Spellberg in 
the section on liver function tests and liver 
disease that is worthy of special note and ap- 
proval. 

The use of flame photometry is described, 
and alternative methods for determination of 
sodium, potassium and chlorides that do not 
require the use of flame photometry. The sec- 
tion in hematology is particularly good, and 
includes all the newer technics and findings. 
The same may be said for the chapter on blood 
groups and transfusions. There is an ex- 
cellent section on medical mycology by Dr. 
Emmons of the National Institute of Health. 

The importance of laboratory tests to every 
practitioner need not be emphasized in this 
modern day and age. Therefore, the import- 
ance of this excellent set of volumes on labora- 
tory diagnosis needs no further emphasis from 
this reviewer. 

I should say that the books are exceedingly 
complete, well presented, beautifully edited, 
and illustrated. 








PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 
COMPLETE RELIEF IN 80% OF 46 CASES, USUALLY IN 3 DAYS.' 


BASED ON NEW RATIONA ce 


In pruritis ani, stools are usually strongly 
alkaline. Malt Soup Extract encourages 
growth of aciduric bacteria in the intestines; 
feces become soft, have an acid reaction, and 
intractable rectal itching disappears. 
Borcherdt’s Malt Soup Extract consists of 
specially processed non-diastatic barley malt 
extract neutralized with potassium carbonate. 
(The same preparation as used for years in 
correction of constipation.) 


BORCHERDT'S 


MALT SOU 


Dose: 2 tbs. A.M. and P.M. Take in milk, 
water, or by spoon. Continue for 2 to 3 
weeks, when perianal skin should be healed. 
Resume treatment if symptoms recur. 

Supplied: Liquid, 8-0z. and pt. jars. Powder, 
8-oz. and 1 Ib. jars. (Use heaping measure.) 
1. Brooks, L. H.: Use of Malt Soup Extract 

in Treatment of Pruritus Ani, 


(American Proctologic Society, 


April, 
1957. To be published.) 


For Samples and Literature, write 


BORCHERDT COMPANY 
217 N. Wolcott Ave., Chicago 12, Ill. 


P EXTRACT 


PROMOTES FAVORABLE ACIDURIC INTESTINAL FLORA 
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LETTERS TO THE EDITOR 


—Concluded from page 428 





tory material to that textbook (and I 
hope throughout the writing of the 
book), “To attempt to divorce “mind” 
and “body” in a living organism results 
only in a linguistic deception. Separate 
labels such as these may be employed 
for convenience of discussion; we must 
continually realize that they are labels 
and nothing more. They cannot be em- 
ployed unless we understand that they 
do not represent the facts. The fact is 
that the body and mind are inseparable 
in the life functions. They are thus in- 
separable in the reaction of the body 
and mind to internal environmental or 
external environmental irritants such as 
bacteria, pollen, and so forth. This re- 
action is known as “disease.” 

I offered this viewpoint in 1951 and 
feel its truth even more strongly today. 
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"You're the first proctologist I've met 
. Say something proctological." 


(Vol. 8, No. 6) DECEMBER, 1957 








Comfort the irritated 
surface with 


sites 


fore} a Colamir-lalal:] merle 


glycerin and witc 








as a moist, soothing dressing, 


TUCKS are always ready, always 
comforting. TUCKS’ emollient med- 
ication stays in continuous contact 
with the wound without danger of 
overtreatment. 


TUCKS are especially indicated in— 


@ hemorrhoids and other anorectal 
lesions 

@ colost yy and ileost Ly 

@ following episiotomy; anorectal 
operations 

@ routine wound cleansing and dressing 





supplied: In economical jars of 40 and 
100—each with plastic envelope to 
hold a day’s supply. 


For a generous sample, write— 


We ressecrres COMPANY 


Minneapolis 16, Minn. 
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Cartrax, J. B. Roerig and Company, Brooklyn 
6, New York. Tablets each containing 10 
mg. Atarax and I0 mg. pentaerythritol tetra- 
nitrate; or 10 mg. Atarax and 20 mg. penta- 
erythritol tetranitrate, Indicated for preven- 
tive management of angina pectoris, coron- 
ary insufficiency and coronary artery disease. 
Not meant to replace nitroglycerine therapy 
for acute attacks, but to obviate the need 
for it. Dose: As directed by physician. Sup: 
Bottles of 100 and 500. 


Darvon, Eli Lilly & Company, Indianapolis 6, 
Indiana. Indicated for the reduction or 
amelioration of pain. It is useful in control- 
ling pain caused by any condition, including 
those for which specific therapy is not 
immediately available and is of particular 
value for pain associated with recurrent or 
chronic disease. Dose: Usual adult dose is 
32 mg. every four hours or 65 mg. every 
six hours as needed for pain. Sup: Pulvules 
of 32 mg. and 65 mg. in bottles of 100. 


Pepulcin, |ves-Cameron Company, Philadelphia, 
Pa. Tablets, eah containing 2 mg. scopola- 
mine methyl nitrate, 2.5 gr. aluminum hy- 
droxide, .8 gr. magnesium hydroxide, and 
10 mg. ascorbic acid. Indicated for the re- 
lief and management of peptic ulcer and 
gastric disorders characterized by hyper- 
acidity and hypermotility. Dose: | tablet 
three times daily with meals and | before 
retiring. Sup: Bottles of 100. 


















Perin, Endo Products, Inc., Richmond Hill, New 
York. New wafer form containing piperazine- 
calcium edathamil complex equivalent to 509 
mg. piperazine hexahydrate. Indicated for 
treatment of pinworms and _ roundworms. 
Dose: As directed by physician. Sup: Bottles 
of 30. 


Polymagma, Wyeth Laboratories, Philadelphia, 
Pennsylvania. Suspension, each 30 cc. of 
which contains 3 Gm. Claysorb, 300 mg. 
dihydroestreptomycin, 120,000 units poly- 
myxin B sulfate, and 270 mg. pectin, with 
0.05% methylparaben, 0.01% propylpara- 


Newer Medicinals 


ben, and 0.04% butylparaben as preserva- 
tives. Indicated for the symptomatic treat- 
ment of diarrhea and for specific therapy 
in bacterial diarrheas due either to strepto- 
mycin- or polymyxin-sensitive organisms. 
Dose: As directed by physician. Sup: Bottles 
of 8 fluid oz. 


Suromate, The E. L. Patch Co., Stoneham 80, 
Massachusetts. A tablet containing sulfa- 
diazine 100 mg., sulfamerazine 100 mg., 
sulfacetamide 100 mg., extract of hyoscya- 
mus 5.75 mg. and potassium citrate 200 mg. 
Indicated in the treatment of infections of 
the urinary tract. Dose: Initial dose 3 tab- 
lets; then 2 tablets four times daily with 
water. Sup: Bottles of 100 and 500. 


Synkayvite, Roche Laboratories, Division of 
Hoffmann-LaRoche Inc., Nutley, New Jersey. 
Two new dosage forms—ampuls of | mg. 
and 2.5 mg. of water soluble vitamin K 
analog. Indicated for treatment of condi- 
tions which hinder the absorption of natural 
vitamin K from the gastrointestinal tract, 
also for newborn infants for prevention of 
neonatal hemorrhage, or for mothers 2 
hours before delivery to forestall hypopro- 
thrombinemia. Dose: As directed by physi- 
cian. Sup: Boxes of 12 and 100 ampuls. 


Thorazine Spansules, Smith, Kline & French 
Laboratories, Philadelphia, Pennsylvania. New 
dosage form assuring all-day or all-night 
therapy. Tranquilizing agent indicated in 
the treatment of moderate to severe emo- 
tional states. Each Spansule contains 30 
mg., 75 mg., 150 mg. or 200 mg. of Thora- 
zine. Dose: As directed by physician. Sup: 
All four strengths available in bottles of 
30 and 250. 


Trisogel Liquid, Eli Lilly and Company, In- 
dianapolis, Indiana. Aqueous suspension of 
aluminum hydroxide and magnesium trisili- 
cate. Indicated for treatment of peptic ulcer 
and gastric hyperacidity. Dose: As directed 
by physician. Sup: Bottles of 12 ounces. 
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(free alcohol) plus the notable antipruritic, healing power of 
pantothenylol, in water-miscible, pleasant cream base 


both PANTHO-F 0.2% ...and PANTHO-F regular 


rapidly allays inflammation in 
relieves pain, itch, swelling simple hemorrhoids 
pruritus ani 
checks oozing and edema 
eczemas 


promotes smooth granulation rectal irritation 


accelerates healing simple fissures 


PANTHO-F 0.2% in tubes of 15 Gm. and 2 oz.; 1 Ib. jars. 
PANTHO-F (regular) in 5 Gm. and 20 Gm. tubes. 


Samples and literature on request. 


u. Ss. vitamin corporation ~ PHARMACEUTICALS 


(Arlington-Funk Laboratories, division) e 250 East 43rd Street, New York 17, N. Y 
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4 DILATORS 


FOR SPASTIC CONSTIPATION 


¢ Anal Stricture «+ Achalasia « Prolapse 
¢ Post-hemorrhoidectomy « Post-fistul- 
ectomy 

Gently stretch tight, spastic, or hyper- 
trophic sphincters. Help train defecation 
reflex, reduce tonus, induce mild peristal- 
sis. In graduated sizes for progressive 
therapy. 


Infants: In flexible rubber. 
In bakelite. 


Children and Adults: 


Send for Literature 


F. E. YOUNG AND COMPANY 


8057 Stony Island Ave. Chicago 17, Ill. 
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TOPICAL AMINO ACID THERAPY 
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HESE jars are handmade and painted 
| at the famous Anton Herr Pottery 
| Works in West Germany. 


Money promptly refunded it not satis- 
factory. 

Write for full color descriptive folder 
to: 


MEDICAL TIMES OVERSEAS, INC. 
1447 Northern Blvd., Manhasset, N. Y. 
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to NORMALIZE, use 


It is important, when inducing normal bowel 
function, to supply a non-irritating bulk to the 
colon, especially in those cases in which it 
has been necessary to eliminate from the diet 
the high roughage foods containing irritating 
bulk (lignin and cellulose). 


It has been shown! that the colon resumes a 
more normal peristaltic pattern? when it is 
supplied with a stool of medium soft consistency of 
sufficient bulk’, especially if the indigestible 
portion of that bulk consists primarily of 
hemicellulose.* 


KONSYL is a vegetable concentrate of 
naturally occurring hemicelluloses. It is 
derived from blond psyllium seed and provides 
| just the moist, smooth, effective bulk so 
pects essential to normal peristalsis. Its use has been 
: — shown to materially hasten the rate of 
improvement in patients with the irritable colon 
syndrome.’ KONSYL contains 100% bulk 
producing material. 


_ Furthermore, Konsyl is available in 6-ounce 
and 12-ounce containers at significantly 
lower-cost-to-patient prices. That’s why we say 
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Formula: KONSYL contains 100% platago ovata coating. 
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Made by BURTON, PARSONS & COMPANY Since vase 
: Ooipinatoos of Pine Hizdoophilec Colleida 
WASHINGTON 9, D.C. 
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SULFATHALIDINE. 
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Add to the team for safer bowel surgery 


ULFATHALIDINE. 


PHTHALYSULFATHIAZOLE 





SULFATHALIDINE used preoperatively gives you the 
comforting assurance that intestinal bacteria have 
been almost entirely suppressed, that danger from 
fecal contamination is greatly lessened. Maximum 
local effect is insured because of low systemic ab- 
sorption Given postoperatively. SULFATHALIDINE 
promotes early healing, speeds convalescence. 
SULFATHALIDINE is also useful in treating ulcer- 
ative colitis. 


CREMOTHALIDINE® is a palatabie suspension of 


SULFATHALIDINE. 
> 632¢ 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 











